


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


Despite increasing resistance of pathogenic popu- 
lations, even to recently introduced antibiotics,!-* 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) 
continues to demonstrate high antimicrobial effi- 
cacy.3-!2 Sensitivity of a wide variety of clinically 
important pathogens of gram-negative and gram- 
positive types to CHLOROMYCETIN,*"!2 coupled with 
limited tendency for development of bacterial resist- 
ance in sensitive strains,>-!2 permits enhanced clinical 
response, often in patients in whom other antibiotics 


have failed. 


CHLOROMYCETIN is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or inter- 
mittent therapy. 
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CTERIAL EFFICACY 


JMYCETIN 


SENSITIVITY OF 4 CLINICALLY IMPORTANT PATHOGENS 
TO CHLOROMYCETIN AND TO OTHER MAJOR ANTIBIOTIC AGENTS* 
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* This graph is adapted from Rantz and Rantz.' It is based on in vitro 
studies of bacteria freshly isolated from clinical materials. 





interrupting 


diuretic 


dosage 


means 
intermittent 


edema 


PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


Diuretics needing “rest periods,” whether enforced by dosage restriction to once 
daily, or by omission to alternate days, inevitably fail to achieve sustained control 
of edema. 


The organomercurials never require interruption of dosage to prevent refractori- 
ness and can maintain patients continuously in the edema-free state. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (10.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
LAKESIDE BRAND OF MERALLURIDE INJECTION 
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-——The Medihaler principle “ 


Pm) 


For the Asthmatic 


Kast Relief 


Medihaler offers virtually instantaneous relief and does 
so with little effort and with maximum safety. 


Measured-Dose True Nebulization 

Delivers a measured dose of true nebular vapor... Dose 
is always the same regardless of strength of fingers or 
amount of medication in bottle. 


Costs the Patient Less 


Medihaler Oral Adapter is made of unbreakable plastic 
...NO moving parts...and 200 applications in each 10 cc. 
bottle. 


Medihaler-Epi‘ 


Riker brand of epinephrine U.S.P. 0.5% solution in inert, 
nontoxic aerosol vehicle. Each ejection delivers 0.125 mg. 
epinephrine. In 10 cc. vial with metered-dose valve. 
Indicated in acute or recurring bronchospasm. Re- 
places injected epinephrine in many emergency situations. 


Medihaler-lso‘ 


Riker brand of isoproterenol HCI 0.25% solution in 
inert, nontoxic aerosol vehicle. Each ejection delivers 
0.06 mg. isoproterenol. In 10 cc. vial with metered-dose 
valve. e Indicated in acute or recurring bronchospasm. 


Note: First prescription should include desired medication and 
Medihaler Oral Adapter, supplied with pocket-sized 
plastic container. 








is also available in Medihaler-Nitro™ (octyl nitrite) for the rapid re- 
lief of angina pectoris ...and Medihaler-Phen™ (phenylephrine-hydro- 
cortisone-neomycin) for lasting, effective relief of nasal congestion. 
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Each Multiple Compressed Tablet of Mepro.one Therapeutic benefits of MEPROLONE compared with traditional 
provides the inseparable antiarthritic, antirheumatic 
benefits of: relleves relaxes | eases 
1. Prednisolone buffered—the newest and most po- pala oat | 
tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory v 
process. St 
2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 4 
Tolerance to this combination is good because there 
is little likelihood of sodium retention, potassium MEPROLONE v 
depletion or gastric distress with buffered predniso- 1. Meprobamate is the only tranquilizer 
lone, and meprobamate rarely produces significant onenermnans 
side effects in therapeutic dosage. +e py a ate 
An additional important therapeutic benefit, often __**thritis, bursitis, synovitis, pompano i : 
overlooked, stems from the tranquilizing action of  “!"!» pony eB mar paper ae 4 . en 
meprobamate. This component of Meprotone ree P™? Se at dk. aot: academe 


‘ . : and torticollis, intractable asthma, respiratory 
lievés mental tension and anxiety so often manifest _ allergic and inflammatory eye and skin disorders 


in arthritics, making them more amenable to other tenance therapy in disseminated lupus 
rehabilitation measures. periarteritis nodosa, dermatomyositis and 


INDICATIONS: A wide variety of conditions, in which SUPPLIED: Multiple Compressed Tablets in 
four symptoms predominate: a) inflammation 4) muscle 100 in two formulas as follows: Meprotone-1— 
spasm ¢) anxiety and tension @) discomfort and disability; of prednisolone, 200 mg. of meprobamate and 200 
i.e., rheumatoid arthritis, rheumatoid spondylitis (Marie- dried aluminum hydroxide gel. Merprotone-2— 
Striimpell disease), Still’s disease, psoriatic arthritis, osteo- 2.0 mg. of prednisolone in the same formula. 
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NO OTHER 
ANTIRHEUMATIC 
PRODUCT 
PROVIDES AS MANY 


BENEFITS AS 


LONE 


MEPRO | BAMATE 
PREDNISO | LONE, buffered 


THE ONLY 


ANTIRHEUMATIC, 
ANTIARTHRITIC 


THAT SIMULTANEOUSLY 





RELIEVES: 

1.MUSCLE SPASM 
2.JOINT INFLAMMATION 
3. ANXIETY AND TENSION 


4. DISCOMFORT 


AND DISABILITY 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc. PHILADELPHIA 1, PA, 





(MEPROLONE is the trade-mark of Merch & Ca, Ine 
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Tenth Annual Michigan Rural Health Conference 


The following report was submitted to the 
Midland County Medical Society by G. Fred 
Moench, M.D., official delegate of the Society to 
the three-day meeting. The Editor feels this is 
an outstanding example of reporting by a county 
society delegate and might well serve as a guide 
for other delegates when they wish to inform their 
members of meetings they attend. 


The Conference theme centered around serious 
health problems developed as people move out of 
cities into newly settled sections called “fringe 
areas.” 

The purpose of this conference was to seek 
solutions to the health problems which develop in 
these new areas. 

General Conference chairman, Brooker L. 
Masters, M.D., Fremont, chairman MSMS Com- 
mittee on Rural Medical Service, presented 
“Theme for the Day.” 

More than 100 representatives from dozens of 
Health Councils and 104 important health groups 
co-sponsoring the conference attended the three- 
day session. 

The first day, called “Professional Day,” was 
devoted almost entirely to meetings of doctors, 
nurses and health officials. Emphasis was placed 
on these problems: 


1. How to get political bodies to appropriate 
enough money for suitable adequate health de- 
partments. 

2. How to meet the problem from mental hos- 
pitals, develop preventive aspects and how to find 
facilities and personnel to treat mental cases in 
hospitals and as out-patients with services that fol- 
low the patient back to his home community. 

3. How to care for the chronically ill ojd 
person. 

4. How to develop more emphasis on preven- 
tion of disease rather than cure after the disease 
has struck. This includes mental health as well 
as physical health. 

5. How to force more planning on sewage 
needs and refuse disposal before they become dire 
problems difficult to solve. 


The workshop series, medical, dental, public 
health, nursing and hospital administration 
brought the professionals and people together 
on problems unique to rural areas. Rural med- 
icine is an entirely new field that is appearing 
in today’s health picture. 

Four professional papers on medical health 
topics were presented and will appear in Michigan 
State Medical Society JourNat in the near future. 
The titles were “Diseases Transmitted from 
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Animals to Man,” “The Management of the In- 
jured Extremity,” “Dentistry in Rural Michigan,” 
and “The Management of Acute Chest Injuries.” 

The second day was called “Rural Health 
Day” and was devoted to a “Composium” on 
fringe areas health problems. “Composium” is a 
word coined for this conference which means a 
controlled “rhubarb.” Each expert leader had a 
table where guests gathered to present their 
questions. 

Subjects covered included Sanitation, Water 
Supply and Zoning, Fluoridation and getting a 
dentist to locate, Hospitals and prepayment plans, 
and School Health and Recreation. 

After a coffee break and visit to the exhibits in 
Big 10 room, morning session No. 2 was staged. 
The four tables highlighted questions on the fol- 
lowing subjects: Resort problems and the Tourist 
Industry; Accidents and Traffic Control; Migra- 
tory Labor; Getting an M.D. to Locate. 

At the noon luncheon a group of high school 
students and their physical education teacher 
presented, in spirited fashion, the viewpoint of 
various youth organizations on health problems 
confronting our young people in 1957. 

Problems and comments presented were: (1) 
Recreation and nutrition for healthy bodies. Need 
for controlled use of cars and TV. (2) Problem 
of how to have a clear complexion. (3) Problem 
of youth in meeting the social alcoholic beverage 
drinking, drug, and smoking practices. (4) Need 
for education and guidance in personal health 
and sex education. Opinion was that sex educa- 
tion lacked organization and should be done by 
qualified people. (5) There was general agree- 
ment of youth representatives that parents should 
be a little more strict in parental discipline regard- 
ing health, recreation and safety, especially with 
diet, sleep and car driving. 

The afternoon session general assembly entitled, 
“Harvesting the Crop of Questions,” featured full 
audience participation. 

The Annual R.H.C. banquet, with Hugh Bren- 
neman representing the MSMS serving as toast- 
master, highlighted the presentation of service 
recognition certificates to certain individuals and 
groups. The Chesaning Community Service 
Group, Saginaw County, were awarded a plaque 
for their activities in health work in the field of 
TB and Cancer case finding surveys, organization 
of Visiting Nurse Association and school health 
programs. 

A component of the Michigan State University 
Glee Club presented an entertaining program. 


(Continued on Page 410) 
JMSMS 











a penefrant emulsion 
for chronic 


constipation 


IKON DIRE Mii” 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS 


permeates the hard, stubborn stool of chronic 
constipation with millions of microscopic 

oil droplets, each encased in a film of Irish moss... 
makes it more movable 





KONDREMUL (iain) —Pleasant-tasting and 
non-habit-forming. Contains 55% mineral oil. 
Supplied in bottles of 1 pt. 


KONDREMUL with Cascara)—0.66 Gm. nonbitter 
Ext. Cascara per tablespoon. Bottles of 14 fl.oz. 


KONDREMUL w with Phenoiphthalein)—0.13 Gm. 
phenolphthalein (2.2 gr.) per tablespoon. Bottles of 1 pt. 


When taken as directed before retiring, KONDREMUL 
does not interfere with absorption of essential nutrients. 


THE E. L. PATCH CO. — sTONEHAM, MASSACHUSETTS 











Aprit, 1957 
Say you saw it in the Journal of the Michigan State Medical Society 











MICHIGAN RURAL HEALTH CONFERENCE 


(Continued from Page 408) 


This group departed for Washington after the 
banquet to sing at the ceremonies for the Presi- 
dential Inauguration. 

The third and last day was Community Health 
Day and highlighted four workshops designed to 
study and plan community lead programs, each 
staffed with community local-state level resource 
people. 

The title of this session was “RX—Prescription 
for Community Health.” 

Group I—*Diagnosis of Symptoms,’—the 
recognizing of need by exploration of ways to 
“take the pulse of the community, diagnose its 
health problems, discuss the value and use of com- 
munity surveys and studies, and consider how to 
best tackle community health problems.” 

Group II—“The Prescription”—studying the 
community resources. 

Group III—‘“Filling the Prescription”—or or- 
ganizing for action which means developing a 
program by utilizing all resources. 

Group IV—“The Prognosis”—or what are the 
prospects? 

A complete report of this conference will be 
available at a later date as a release of the Michi- 
gan Health Council and its co-sponsoring agencies. 

A brief summary and suggestions for local con- 
sideration from your representative delegate 
follow: 

1. This conference was a well organized and 
executed action which presented a means for 
communication between professional leaders, 
agencies and the public as consumers of health 
services. 

It provided factual health education. 

It is a live medical society, public relations 
activity by providing an opportunity for physicians 
to learn directly the problems of people and for 
people to learn the problems of the physician in 
rendition of medical services. 

2. Community Health is a leadership respon- 
sibility of medical, dental, public health and other 
health agencies working with citizen consumer 
groups. 

3. Good medical, dental and public health 
community service to consumers is one of the best 
public relations a local county medical society can 
develop. 

4. Continued study and evaluation of com- 
munity needs is a must and recognization of 
“fringe area” and new rural health problems must 
be met with. 

5. Medical, dental and public health can serve 
as leaders in the community approach. The pro- 
gram must be designed and implemented at local 
level by local people, for local people. 

6. The procedure for developing the program 
is: 


410 


(a) Determine the presence and extent of the 
community need. 


(b) Survey and identify community resources 
available to meet the need. 


(c) Go into an action program toward utiliza- 
tion of all resources and to find new and additional 
resources not available in the community. 


(d) Evaluation and continuous study of com- 
munity programs in relation to old and new 
community health needs, 


7. As delegate to the Michigan Rural Health 
Conference, it is recommended that the Public 
Relations Committee of the Midland . County 
Medical Society explore and study the possibility 
of sponsoring a Midland County Health Con- 
ference patterned after the program of the 
Michigan Rural Health Conference, sponsored by 
the Michigan Health Council. The reasons for 
this recommendation are: 


(a) Midland County is growing, progressive 
and is developing many new needs. 


(b) It has qualified medical, dental and public 
health leaders with many other health, education 
and welfare agency leaders as resource personnel. 


(c) Modern day problems are no longer solved 
by any one agency. A united team approach in a 
positive action program is necessary to meet the 
threats implied in the criticism of Blue Cross and 
Blue Shield, and the attempts to organize pro- 
grams of medical and hospital service care without 
the advice and counsel of organized medical, hos- 
pital and public health agencies. 


(d) With its many resources, Midland County 
is in an excellent position to accept the challenge 
of modern health problems with modern research 
methods to maintain high standards of service and 
care for all the people in the community by 
methods in tune with the principles of private 
competitive system in a democracy. 

(e) While we have been actively engaged in 
fighting Federal government controlled plans, 
there is danger in overlooking the threats implied 
from attempts to organize group practice sub- 
sidized by neither the medical profession or the 
Federal government. Patterns for meeting these 
growing threats must be developed on the local 
level. 





MSMS ANNUAL MEETING 
September 25-26-27, 1957 
Civic Auditorium, Pantlind Hotel 
Grand Rapids 


— Make your hotel reservation now. << 
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OLEANDOMYCIN TETRACYCLINE 


added certainty 
in treatment 
of respiratory 
infections 


new multi-spectrum synergistically strengthened antibiotic formulation 

SIGMAMYCIN adds certainty in antibiotic therapy, particularly for the 90% of patients 
treated at home or in the office where sensitivity testing may not be practical, and provides: 
a new maximum in therapeutic effectiveness, a new maximum in protection against resist- 
ance, a new maximum in safety and toleration. 

Supply: Capsules, 250 mg. (oleandomycin 83 mg., tetracycline 167 mg.). Bottles of 16 
and 100. 

... and for a new maximum in palatability 


igmamycin 


New mint-flavored Sigmamycin for Oral Suspension, 1.5 Gm. in 2 oz. bottle; each 5 cc. tea- 
spoonful contains 125 mg. (oleandomycin 42 mg., tetracycline 83 mg.). "Trademark 


Prizer LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
World leader in antibiotic development and production 


“ ..effective...in the treatment of 
a variety of infections seen regu- 
larly by the practicing clinician...” 
including pharyngitis, bronchitis and 
other respiratory infections 

and “... often useful in the treat- 
ment of infections due to staphylo- 
cocci resistant to one or several of 
the regularly used antibiotics” 
“side effects ... (are) notable by 
their absence” * 


1. Carter, C. H., and Maley, M. C.: Antibi- 
otics Annual 1956-1957, New York, Medical 
Encyclopedia, Inc., 1957, p. 51. 
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AFTER ALMOST 
FIVE YEARS OF 
INVESTIGATION 
AND EXTENSIVE 
CLINICAL USE 
(MILLIONS OF 
PRESCRIPTIONS) 
THERE HAS NOT 
BEEN A SINGLE 
REPORT OF 

A SERIOUS OR 
FATAL REACTION 
TO ERYTHROGIN 


IN ANTIBIOTIC 


limtad — Film-seated tablets, Abbott; pat. applied for. 


This remarkable safety record stands un- 
paralleled in systemic antibiotic therapy 
today. In addition to being an unusually 
well-tolerated drug... ERYTHROCIN (com- 
pared to most other commonly-used anti- 
biotics) is virtually free of side effects. 


Still, with this virtual freedom from tox- 
icity, ERYTHROCIN is effective in the great 
majority of common, bacterial respiratory 
infections. In speaking of pneumonia, Her- 
rell said, “the lack of toxic manifestations 
following administration of erythromycin 
today actually favors its use over that of 
the broad-spectrum antibiotics in the treat- 
ment of this infection.”! 


While discussing purulent cellulitis and 
sepsis due to staphylococci, Eastman, et al., 
mentioned erythromycin as a drug of first 
choice in treating these conditions.? 


Meanwhile, Solomon and Johnston stated, 
“in the staphylococcic and streptococcic in- 
fections, other than pneumonias, without 
exception the results of treatment with ery- 
thromycin were excellent.” * 


THERAPY 


You, too, can have these same good results 
in your everyday practice—plus the assur- 
ance of prescribing a drug proved to be 
exceptionally well-tolerated in almost five 
years’ use. Filmtab ERYTHROCIN Stearate 
(100 and 250 mg.), in bottles of 25 and 100. 


Eruthrocin 


STEARATE (Erythromycin Stearate, Abbott) 
1. Herrell, W. E., Erythromycin, Antibiotics Mono- 
graphs, No. “ p. 34,New York, Medical Encyclopedia 
Inc., 1955. 2. Eastman, G., Cook, E. and Buna, P., 


N.Y. State J. Med., 56:241, 1956. 3. Solomon, S. Abbott 
and Johnston, B., Amer. J. Med. Sc., 230:660, 1955. 








Attendance Records 


“What’s your future as a professional man?”, 
“Today’s trends in medicine,” and “Your organi- 
zational opportunities” were the three main topics 
of discussion at the 1957 Annual County Secre- 
taries-Public Relations Seminar held January 25- 
26-27 in Detroit. 





L. Howard Schriver, M.D., of Cincinanti, past presi- 
dent of the Blue Shield Commission, addressing guests 
at the concluding luncheon Sunday on “The Job is 
Yours.” 


Meeting Co-chairmen C, D. Selby, M.D., Port 
Huron and R. W. Teed, M.D., Ann Arbor, said 
in a post-meeting announcement that previous reg- 
istration marks had been shattered. 

The Seminar, running from Friday evening to 
Sunday noon, played host to nearly 150 guests 
representing nearly every component county medi- 
cal society in Michigan. 

The Friday banquet speaker was L. Fernald 
Foster, M.D., MSMS secretary, who spoke on 
“Your Future as a Professional Man.” Doctor 
Foster outlined the problems faced by medicine 
in protecting the heritage of freedom in medical 
practice. 

Doctor Foster’s remarks set the stage for the 
following day’s session which ' diagnosed’ Today’s 
Trends and sought solutions for the. problems 


raised. 
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Broken at 1957 Seminar 


Discussing the trends of today from the stand- 
point of prepaid medical care plans was Jay C. 
Ketchum, Detroit, Executive Vice President of 
Michigan Medical Service. Representing Labor 
on the panel was John Reid, East Lansing, 
Commissioner, Michigan Department of Labor. 
Medical care plans through the eyes of manage- 
ment was discussed by James M. Gillen, Detroit, 
Director of Personnel Research, General Motors 
Corporation. The government’s interest was de- 
scribed by Donald H. Stubbs, M.D., president of 
Medical Service of Washington, D. C. 

During the afternoon session, the same four 
panelists served as “experts-at-bay.” Impromptu 
questions were thrown at the experts by guests in 
the audience as well as the on-stage devil’s advo- 
cates’: James R. Doty, M.D., Luther R. Leader, 
M.D., Walter A. Meier, M.D., George N. Petroff, 
M.D., and John M. Wood, M.D. 

Summarist for this session was John R. Rodger, 
M.D. 





Mr. Jay Ketchum and Donald H. Stubbs, M.D., two 
of the Saturday morning panelists who outlined their 
appraisal of ‘““Today’s Trends.” 


Sunday morning speakers on “Our Organiza- 
tional Opportunities” included Wm. M. LeFevre, 
M.D., Indoctrination; W. S. Jones, M.D., and 
William J. Burns, LL.B., The Organization’s Ad- 
ministration; C. Allen Payne, M.D., and Hugh W. 
Brenneman, Public Relations; R. J. Hubbell, 
M.D., Mediation and Grievance, and Horace 
Wray Porter, M.D., Ethics. 

The concluding luncheon on Sunday was 
sparked by guest speaker L. Howard Schriver, 
M.D., of Cincinnati, past president of Blue Shield 
Commission, who told the audience that “The 
Job Is Yours.” 

Elected Chairman of the 1958 Seminar to be 
held next January was John M. Wood, M.D., 

(Continued on Page 416) 
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WHENEVER | 
fotoliie) ma 1-1-7-\-> 4 
IS INDICATED 


im AV enele rel alm 


(Dihydrocodeinone with Homatropine Methylbromide) 

® Relieves cough quickly and thor- 

oughly ® Effect lasts six hours and 

longer, permitting a comfortable 

night’s sleep # Controls useless 

cough without impairing expecto- 

ration ® rarely causes constipation as 

= And pleasant to take 








Syrup and oral tablets. Each teaspoon- 
ful or tablet of Hycopan* contains 5 mg. 
dihydrocodeinone bitartrate and 1.5 mg. 
Mesopin.t Average adult dose: One tea- 
spoonful or tablet after meals and at 
bedtime. May be habit-forming. Avail- 
able on your prescription, 





indo ENDO LABORATORIES =. 


~ Richmond Hill 18, New? York _ 





“U.S. PAT. 2,630,400 + BRAND OF HOMATROPINE METHYLBROMIDE 
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(Continued from Page 414) 


Mt. Pleasant, Secretary of the Gratiot-Isabella- 
Clare County Medical Society. Those present 
included : 


County Secretaries—J. E. Mahan, M.D., Allegan 
(Allegan); Harold Kessler, M.D., Alpena (Alpena- 
Alcona-Presque Isle); E. L. Phelps, M.D., Hastings 
(Barry); H. T. Knobloch, M.D., Bay City (Bay-Arenac- 
Iosco) ; John C. Heffelfinger, M.D., Coldwater (Branch) ; 
T. B. Mackie, M.D., Sault Ste. Marie (Chippewa- 
Mackinac) ; Norman Lindquist, M.D., Escanaba (Delta- 
Schoolcraft); R. D. Cecconi, M.D., Iron Mountain 
(Dickinson-Iron); J. M. Cook, M.D., Charlotte (Ea- 
ton); J. B. Rowe, M.D., Flint (Genesee) ; J. M. Wood, 
M.D., Mt. Pleasant (Gratiot-Isabella-Clare); H. W. 
Porter, M.D., Jackson (Jackson); E. O. Pearson, M.D., 
Kalamazoo (Kalamazoo); G. A. Mulder, M.D., Grand 
Rapids (Kent); James Doty, M.D., Lapeer (Lapeer) ; 
A. J. Phelan, M.D., Tecumseh (Lenawee); Ray M. 
Duffy, M.D., Pinckney (Livingston); Dan Zavela, 
M.D., E. Detroit (Macomb); Ruth E, Laline, M.D., 


Bear Lake (Manistee); James R. Acocks, M.D., Mar- 
quette (Marquette); L. Grant Glickman, M.D., Me- 
nominee (Menominee) ; Walter A. Meier, M.D., Monroe 
(Monroe) ; H. Clay Tellman, M.D., Muskegon (Muske- 
gon); Edward Crippen, M.D., Mancelona (Northern 
Michigan) ; J. Paul Klein, M.D., Fremont (Newaygo) ; 
G. N. Petroff, M.D., Pontiac (Oakland) ; W. F. Strong, 
M.D., Ontonagon (Ontonagon); Charles G. Kramer, 
M.D., Saginaw (Saginaw); Norman F. Bach, M.D., 
Owosso (Shiawassee); C. D. Selby, M.D., Port Huron 
(St. Clair); Clark G. Porter, M.D., Three Rivers (St. 
Joseph); A. E. Parks, M.D., Lawton (Van Buren) ; 
B. C. Payne, M.D., Ann Arbor (Washtenaw); Wm. W. 
Moon, M.D., Cadillac (Wexford-Missaukee). 


County Presidents.—Bert VanDerKolk, M.D., Hopkins 
(Allegan); J. N. Asline, M.D., Bay City (Bay-Arenac- 
Tosco) ; John E. McEnroe, M.D., Ironwood (Gogebic) ; 
Robert F. Hall, M.D., Mt. Pleasant (Gratiot-Isabella- 
Clare); T. P. Wickliffe, M.D., Calumet (Houghton- 
Baraga); John F. Tannheimer, M.D., Ionia (Ionia- 
Montcalm); L. F. Thalner, M.D., Jackson (Jackson) ; 


(Continued on Page 420) 





RECORD OF ATTENDANCE AT MSMS COUNTY SECRETARIES-PUBLIC RELATIONS SEMINAR 
January 25-26-27, 1957 


County or District 

Medical Society 

Allegan a ae 
Alpena-Alcona-Presque Isle ....... 


Pres.- Secy. 
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Wexford-Missaukee o..........0....00005 


O—Not represented; X—Present; N—None. 


P.R Editor 


P.R. MSMS MSMS P.R. Exec. 
Chairman C lor C ist KY 





BOOCOKRKOO 


(e) 
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fo) 
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Others present at the Seminar were: Woman’s Auxiliary representatives, 4; Michigan State Medical Assist- 
ants Society representatives, 3; Michigan Medical Service representatives, 13; Seminar speakers, 22; guests, 18. 
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for anxiety 


and tension in 





everyday practice 


nonaddictive, relatively nontoxic, well tolerated 
@ well suited for prolonged therapy 


no blood dyscrasias, liver toxicity, Parkinson-like 
syndrome or nasal stuffiness 


@ chemically unrelated to phenothiazine compounds 
and rauwolfia derivatives 


® orally effective within 30 minutes for a period of 6 hours 


For treatment of anxiety and tension states and muscle spasm 


Miltown 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate—U.S. Patent 2,724 


Tranquilizer with muscle-relaxant action 


Wy) WALLACE LABORATORIES 
New Brunswick, N. J. 


DISCOVERED SUPPLIED: 400 mg. scored tablets (Bottles of 50 tablets) 
AND Usual Dosage: 1 or 2 tablets t.i.d. 
—— Literature and samples available on request 
WALLACE 
LABORATORIES 





nonaddictive 


1 “Habituation does not follow the 
use of Miltown and .. . withdrawal 
symptoms have been completely absent.” 


relatively nontoxic Pennington, VMs JAMA. 


Pd “‘We found meprobamate [‘Miltown’] 
to be a drug of extremely low toxicity and 


we ll tolerated well tolerated . . . no tendency to 


addiction was encountered.” 


3 “No patient developed a tolerance 
to the drug, although medication was 
prolonged in some cases as long as 


six months.”’ 
Gillette. H Internat. Rec. Med. 169: 


For Anxiety ) 

oi ; At “Complications associated with 
a nd ' nsion long-term therapy are probably seen in 
lowest incidence with meprobamate 


in Everyday [‘Miltown’).” 


. GP 14:7 
Practice 

-) “Thus far, there has been very little 
evidence of actual habituation to mepro- 
bamate [‘Miltown’]. No real tolerance has 
been observed.” 





f North America 


ee THE ORIGINAL MEPROBAMATE «| ‘ 
A VAS i % THE MILTOWN® 
MEPROBAMATE MOLECULE 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate—U.S. Patent 2,724,720 


Tranquilizer with muscle-relaxant action 
DISCOVERED AND INTRODUCED 
BY Wi) WALLACE LABORATORIES, New Brunswick, N. J. 


SUPPLIED: 400 mg. scored tablets (Bottles of 50 tablets) 
Usual Dosage: 1 or 2 tablets t.i.d. 


Literature and samples available on request 





for “This Wormy World” 


ALT 
att 
Ses 


fi 
Gs, 


Pleasant lasting 


‘ANTEPAR’. 


MEM Dm U ARNE D 


SYRUP - TABLETS - WAFERS 


Kliminate PINWORMS IN ONE WEEK 
ROUNDWORMS IN ONE OR TWO DAYS 


PALATABLE » DEPENDABLE - ECONOMICAL 


‘ANTEPAR’ SYRUP — Piperazine Citrate. 100 m 
‘ANTEPAR’ i) jaa Pipr razine Catrate Wor O00 me.. scores 
‘ANTEPAR’ WAFERS <a Pipe MIVA LG Phosphate. S00 me. 


Literature avatlable on request 


~ 


14. BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 


ApriL, 1957 


Say you saw it in the Journal of the Michigan State Medical Society 








frozen 
shoulder 


Bursitis and tenosynovitis are new terms to home- 
makers, but they are not uncommon sequels to over- 
exertion. Early antirheumatic therapy is to be 
encouraged in the treatment of these conditions, as 
it is in more serious rheumatic conditions, to allevi- 
ate pain and prevent progression of the disorder. 
With adequate therapy the prognosis of bursitis in 
its acute stage is good. Delaying therapy may result 
in extension of the inflammation and gross anatom- 
ical changes that tend to incapacitate the patient. 





SIGMAGEN provides doubly protective corticoid-sali- 
cylate therapy—a combination of METICORTEN® (pred- 
nisone) and acetylsalicylic acid providing additive 
antirheumatic benefits as well as rapid analgesic 
effect. These benefits are supported by aluminum 
hydroxide to counteract excess gastric acidity and by 
ascorbic acid, the vitamin closely linked to adreno- 
cortical function, to help meet the increased need for 
this vitamin during stress situations. 











protective corticoid-salicylate therapy 


SIGMAGEN 


corticoid-analgesic compound Tablets 


for patients 
who go beyond 
their physical 
capacity 


Seley 





ATTENDANCE RECORDS BROKEN 
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John Fopeano, M.D., Kalamazoo (Kalamazoo); D. B. 
Hagerman, M.D., Grand Rapids (Kent); Thomas Kay 
Buchanan, M.D., Imlay City (Lapeer); George C. 
Wilson, M.D., Clinton (Lenawee); E. G. Siegfried, 
M.D., Mt. Clemens (Macomb) ; John P. Flanders, M.D., 
Monroe (Monroe); E. J. Lauretti, M.D., Muskegon 
(Muskegon); Robert E. Paxton, M.D., Fremont (Ne- 
waygo); J. E. Manning, M.D., Saginaw (Saginaw) ; 
Charles N. Hoyt, M.D., Port Huron (St. Clair); M. W. 
Buckborough, M.D., South Haven (Van Buren) ; Luther 
R. Leader, M.D., Detroit (Wayne). 


County Presidents-Elect—James I. Clark, M.D., 
Fennville (Allegan); Clayton K. Stroup, M.D., Flint 
(Genesee); Howard Benjamin, M.D., Grand Rapids 
(Kent) ; J. H. Jewell, M.D., Roseville (Macomb) ; John 
1 Morroe. M.D., Pontiac (Oakland); E. C. Galsterer, 
M.D., Saginaw (Saginaw); Olin L. Lepard, M.D., 
Sturgis (St. Joseph); Versa V. Cole, M.D., Caro 
(Tuscola); Henry A. Scovill, M.D., Ypsilanti (Wash- 


tenaw). 


County Bulletin Editors.—Philip K. Stevens, M.D., 
Flint (Genesee); Wilfred N. Sisk, M.D., Kalamazoo 
(Kalamazoo); Walter J. Zimmerman, M.D., Royal Oak 
(Oakland). 


County Society Public Relations Chairmen.—John W. 
Bunting, M.D., Alpena (Alpena); A. B. Gwinn, M.D., 
Hastings (Barry); Robert E. Reagan, M.D., Benton 
Harbor (Berrien); Evan L. Copeland, M.D., Decatur 
(Van Buren); George E. Anthony, M.D., Flint (Gen- 
esee); E. S. Oldham, M.D., Breckenridge (Gratiot- 


Isabella-Clare); W. J. Herrington, M.D., Bad Axe 
(Huron); David Kahn, M.D., Lansing (Ingham) ; Ed- 
ward C. Lake, M.D., Jackson (Jackson); Glen Callan- 
der, M.D., Kalamazoo (Kalamazoo) ; Jack Hoogerhyde, 


M.D., Grand Rapids, (Kent); F. A. Merlo, M.D., Big 
Rapids (Mecosta-Osceola-Lake); W. S. Jones, M.D., 
Menominee (Menominee); R. A. Frary, M.D., Monroe 
(Monroe) ; Victor Curatolo, M.D., Mt. Clemens (Ma- 
comb); Harold Dykhuizen, M.D., Muskegon (Muske- 
gon); Edgar J. Geist, Jr.. M.D., Rochester (Oakland) ; 
John H. Kitchell, M.D., Grand Haven (Ottawa) ; John 
M. Jacobowitz, M.D., Three Rivers (St. Joseph). 


MSMS Council.—W. S. Stinson, M.D.,.Bay City (Bay 
Arenac-losco); Wilfrid Haughey, M.D., Battle Creek 
(Calhoun) ; G. B. Saltonstall, M.D., Charlevoix (Char- 
levoix) ; Kenneth H. Johnson, M.D., Lansing (Ingham) ; 
O. B. McGillicuddy, M.D., Lansing (Ingham); Ralph 
W. Shook, M.D., Kalamazoo (Kalamazoo); C. Allen 
Payne, M.D., Grand Rapids (Kent); H. B. Zemmer, 
M.D., Lapeer (Lapeer); D. Bruce Wiley, M.D., Utica 
(Macomb); Wm. M. LeFevre, M.D., Muskegon (Mus- 
kegon):; G. Thomas McKean, M.D., Detroit (Wayne) ; 
A. E. Schiller, M.D., Detroit (Wayne); B. M. Harris, 
M.D., Ypsilanti (Washtenaw). 


Executive Secretaries of County Medical Societies.— 
Sara M. Warren, Flint (Genesee) ; Robert O. Kinsman, 
Grand Rapids (Kent); Lucy W. Bartlett, Muskegon 
(Muskegon) ; James O. Devereaux, Pontiac (Oakland) ; 
Else Kolhede, Detroit (Wayne). 


Woman’s Auxiliary Representatives—Mrs. R. E. Rea- 
gan, Benton Harbor (Berrien); Mrs. A. C. Stander, 
Saginaw (Saginaw); Mrs. C. Allen Payne, Grand 
Rapids (Kent). 


Michigan State Medical Assistants Society Repre- 
sentatives——Mrs. Eileen DeWent, Holland (Ottawa); 
Doris E. Jarrad, Lansing (Ingham) ; Marlouise Redman, 
Detroit (Wayne). 


MSMS Public Relations Committee.—James Millard, 
M.D., Middleville (Barry); W. G. Gamble, M.D., Bay 
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City (Bay-Arenac-Iosco); Tony J. Trapasso, M.D., 
Sault Ste. Marie (Chippewa-Mackinac) ; W. Z. Rundles, 
M.D., Flint (Genesee); J. L. Leach, M.D., Flint 
(Genesee) ; R. L. Thirlby, M.D., Traverse City (Grand 
Traverse-Leelanau-Benzie) ; S. E. Andrews, M.D., Kala- 
mazoo (Kalamazoo); L. E. Grate, M.D., Charlevoix 
(Northern Michigan); C. L. Weston, M.D., Owosso 
(Shiawassee); F. E. Ludwig, M.D., Port Huron (St. 
Clair); R. W. Teed, M.D., Ann Arbor (Washtenaw) ; 
Sidney E. Chapin, M.D., Dearborn (Wayne); Edwin 
H. Fenton, M.D., Detroit (Wayne); E. C. Long, M.D., 
Detroit (Wayne). 


Participants on the Program.—L. Fernald Foster, 
M.D., Bay City; G. W. Slagle, M.D., Battle Creek; 
John M. Wood, M.D., Mt. Pleasant; C. Allen Payne, 
M.D., Grand Rapids; James Doty, M.D., Lapeer; 
D. Bruce Wiley, M.D., Utica; Walter A. Meier, M.D., 
Monroe: Wm. M. LeFevre, M.D., Muskegon; W. S. 
Jones, M.D., Menominee; G. N. Petroff, M.D., Pontiac; 
B. M. Harris, M.D., Ypsilanti; R. W. Teed, M.D., 
Ann Arbor; Luther R. Leader, M.D., Detroit; Jay C. 
Ketchum, Detroit; John Reid, East Lansing; James M. 
Gillen, Detroit, Donald H. Stubbs, M.D., Washington, 
D. C.; Arch Walls, M.D., Detroit; Clyde F. Cairy, 
DVM, East Lansing; John R. Rodger, M.D., Bellaire; 
R. J. Hubbell, M.D., Kalamazoo; L. Howard Schriver, 
M.D., Cincinnati, Ohio; C, D. Selby, M.D., Port Huron. 


Guests—W. W. Boyles, Detroit; Donna Marie Bu- 
chanan, Imlay City; R. J. Burns, Ann Arbor; Mrs. 
Dorothy Callander, Kalamazoo; Verne Collett, Detroit; 
Kenneth Cook, Sault Ste. Marie; Arthur Clements, De- 
troit; R. H. McDonough, Grand Rapids; Mrs. John V. 
Fopeano, Kalamazoo; L. H. Freye, Detroit; Mrs. W. G. 
Gamble, Bay City: Louis Graff, Detroit; L. Gordon 
Goodrich, Detroit; Jack Kantner, Lansing; Mrs. Wanda 
M. Lake, Jackson; Mrs. Wm. M. LeFevre, Muskegon; 
Mrs. N. L. Lindquist, Escanaba; Mrs. F. E. Ludwig, 
Pt. Huron; John Nelson, Pontiac; Harry Parke, Lansing; 
Thomas Paton, Detroit; Mrs. Edwin Pearson, Kalama- 
zoo; Jeannette Phillips, Kalamazoo; Charles Rickett, 
Detroit; Mrs. Howard Robinson, Detroit; Miss Helen 
Schick, Detroit; Mrs. Lynn Stinson, Bay City; Mrs. 
H. C. Tellman, Bay City; Franz Topol, Kalamazoo; Miss 
Kay Topp, Detroit; John E. Verbiest, Detroit; E. H. 
Wiard, Lansine. 





MSMS ANNUAL MEETING 


September 25-26-27, 1957 


Civic Auditorium, Pantlind Hotel 


Grand Rapids 


— Make your hotel reservation now <— 
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Say you saw it in the Journal of the Michigan State Medical Society 





IX MONTHS AGO, when Tom came down with tuber- 
culosis, his friends feared that he would disappear 
from the world of the well to spend years in a hospital. 
Those fears might have been justified some time ago. 
Now, fortunately, when cases like Tom’s are discovered 
early, doctors can often restore good health without the 
long stay in a hospital, and all the attendant worries 
about the problems of finances, family and future. 
Tuberculosis is still a great problem when diagnosis is 
delayed and the disease has progressed. But experts agree 
that medical science has surely gained the upper hand 


Tom's BACK! 





. . . through earlier detection, improved surgery and the 
anti-tuberculosis drugs. These advances have reduced 
tuberculosis from first to sixth place among the ten lead- 
ing causes of death. 

Obviously, the job is far from ended. Hospitals, uni- 
versities and research laboratories the world over are 
searching constantly for more effective medicines of 
potential value in treating this once-deadly disease. 

As a maker of medicines prescribed by physicians, 
Parke-Davis is proud to be among those engaged in this 
great, world-wide fight against tuberculosis. 


Copyright 1957—Parke, Davis & Company, Detroit 32, Michigan 


PARKE, DAVIS & COMPANY 


MAKERS OF MEDICINES SINCE 1866 


Working with your physician, your pharmacist 
and your hospital to make modern medical care one 
of the most rewarding investments of your life. 


ve 
& 


TODAY'S HEALTH, POST 


Hi4 


TIME LIFE 


JMSMS 
Say you saw it in the Journal of the Michigan State Medical Society 





“Tom” had tuberculosis. And in this latest Parke-Davis message on 
the cost of medical care, ‘“Tom’s case”’ is used as a specific example 
of the heartening progress being made against sickness and disease. 


The ad points out that, thanks to earlier detection, improved 
surgery and the anti-tuberculosis drugs, tuberculosis has fallen from 
first to sixth place among the ten leading causes of death. 


Unfortunately, most people do not appreciate the priceless value 
of today’s more effective medical care until they come face to face 
with a dread disease—like ‘““Tom’’. And that’s why, with a colorful 
new series of advertisements,* Parke-Davis is helping to give your 
patients a new and clearer understanding of what modern medical 
care can do for them—in terms of getting them well quicker, back 
on the job again, and even saving their lives. 


In short, we’re continuing to tell your patients that prompt and 
proper medical care may well turn out to be the biggest bargain 
ever to come their way. 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


Now in eye-catching color in LIFE, TIME, 
a SATURDAY EVENING POST and TODAY’S HEALTH. 
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You and Your Business 





AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 


Applications for certification (American Board 
of Obstetrics and Gynecology) , new and reopened, 
for the 1958 Part I Examinations are now being 
accepted. All candidates are urged to make such 
application at the earliest possible date. Deadline 
date for receipt of applications is September 1, 
1957. No applications can be accepted after that 
date. 

Candidates for admission to the Examinations 
are required to submit with their application, a 
typewriter, ‘is: of all patients admitted to the 
hosp‘:.’. wiuere they practice, for the year preced- 
ing their application, or the year prior to their 
request for reopening of their application. This 
information is to be attested to by the Record 
Librarian of the hospital or hospitals where the 
patients are admitted and submitted on paper 
84% x 11". Necessary detail to be contained in the 
list of admissions is outlined in the Bulletin and 
must be followed closely. 


Current Bulletins outlining present require- 
ments may be obtained by writing to the Secre- 
tary’s office: Robert L. Faulkner, M.D., American 
Board of Obstetrics and Gynecology, 2105 Adel- 
bert Road, Cleveland 6, Ohio. 


PERSONNEL EXPERIENCE AS WELL 
AS PROFESSIONAL 


Career medical officers of the Army could profit 
from an assignment in the Personnel Division of 
the Office of The Surgeon General of the Army, 
says Col. Joseph H. McNinch who concluded a 
nineteen-month tour as chief of that division, 
January 24, 1957. 

He has been named Chief Surgeon, U. S. Army 
Forces in the Far East and his parting message to 
his co-workers was that this personnel tour had 
been the most enjoyable and profitable he has ex- 
perienced in the Army. 


“I came to Washington with misgivings because I 
had thought I was to continue in preventive medicine, 


a field I like very much, but I have learned so much 
about the effect of good personnel administration on the 
success of our medical mission that I now wish that 
every Army Medical Service officer could have a simi- 
lar detail as part of his or her career. 

“Tt is the best method I know for introducing the 
medical service officer to the importance clear com- 
munication lines between himself and those upon whom 
he depends to carry out his health objectives. Such an 
officer comes to understand the value of recognizing the 
individual problems of his military or civilian staff, pro- 
fessional or otherwise, and I believe very firmly that he 
or she will be a better medical officer as a consequence.” 

“Each one of us has already personally benefited 
from your accomplishments but the benefits to be real- 
ized by the Army Medical Service and the Army itself 
are even more important. Improved assignment and 
personnel policies result in happier people and better 
medical care for those we serve.” 


ARMY’S FIRST INTERNS FOR 
CLASS ONE HOSPITALS 


Fourteen June graduates of medical schools ap- 
proved by the American Medical Association will 
report for duty at the U. S. Army Hospital, Fort 
Benning, Georgia, July 1, 1957, to inaugurate the 
first internships yet instituted for the Army’s Class 
I hospitals. 

This will be a “pilot” program directed toward 
the introduction of such training in other hospi- 
tals of this classification. 

Applications for Army medical internships have 
exceeded by far in recent years the number of 
openings available at the Army’s named teaching 
hospitals. This has brought about a need to ex- 
pand the intern training programs to accommo- 
date more of the young physicians interested in 
Army professional training. 

A total of 150 medical school graduates are 
now admitted to the established intern training 
programs at the Army’s named teaching hospitals 
but for current training years, many more than 
this number have been received by The Surgeon 
General. 

Army educational authorities indicate that the 
conduct of an intern training program helps im- 
prove the quality of patient care at the hospitals 
concerned. 





MEDICAL MEETINGS AND CLINIC DAYS 


A list of known medical meetings and clinic days, sponsored by county medical societies and 


other physician groups in Michigan, follows: 
1957 


Spring MSMS Postgraduate Extramural Courses 


May 2 
May 5-10 
June 21-22 
July 11-13 
Sept. 25-27 


Ingham County Clinic Day 


MSMS Annual Session 


Sixth International Congress of Otolaryngology 
Upper Peninsula Medical Society 
Mid-Summer Session of The Council, MSMS 


Statewide 
Lansing 
Washington, D. C. 
Calumet 
Mackinac Island 
Grand Rapids 
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Toast to the President 


The Saginaw Club for forty-five years has held 
a New Year’s banquet for the members and their 
sons at which a Toast is given to the President. 
This year J. Edward Manning, M.D., President of 
the Saginaw County Medical Society, had the 
honor, and made such an outstanding contribution, 
we are pleased to make the speech available to our 
members. The text of Dr. Manning’s toast 
follows: 


Mr. President, members of the Saginaw Club, your 
sons and guests. 


First, I would like to wish all of you a healthy, happy, 
and prosperous New Year. 


I would also like to ask you to give thought to our 
members and friends who have left us during the past 
year; particularly poignant to me is the loss of Geoffrey 
Childs but a few weeks ago. He, incidentally, to the 
best of my knowledge, was the only member to have 
given the New Year’s Toast two times. 


This is the 45th consecutive New Year’s Day that 
the members of this Club and their sons have met to 
toast the President of the United States. The fact that 
this splendid tradition has continued through the years; 
that so many men and their sons should be willing to 
leave warm homes on cold winter days to assemble 
here to toast the President caused me to wonder why 
they did; what force, beliefs or loyalties caused them 
to pay their respects on the first day of each New Year. 
It seemed to me that it must be a deep and compelling 
attachment to the Presidency rather than loyalty to 
the man occupying the office at the moment alone. 
There have been years when the political climate of 
this room would have offered small solace to the holder 
of the office as an individual although the loyalty to 
the Presidency was of highest titer. The more I thought 
of this continuing phenomenon the more intrigued I 
became with the actual institution that is the presidency. 


While the following is without doubt familiar knowl- 
edge to the members here gathered, I feel that the 
sons may enjoy following my musings. I thought about 
the origin of the Presidency; about the men who have 
held the office, of the growth of the office as each holder 
added some impress to it; some little, others more, but 
nine, I think, detracting. The Presidency has grown 
in stature and in power through the years and it is 
the men who have held the office that have made it 
the splendid institution we toast here today. 


After having declared their independence from Eng- 
land on July 4, 1776, the 13 original states had had 
their fill of strong government and were in no appetite 
for more of the same despite the fact that they had 
signed the Articles of Confederation and Perpetual 
Union confusion grew worse confounded and chaos 
reigned. Ultimately even these rugged individualists 
realized that some union must come on Sept. 17, 1787, 
after 16 weeks of debate, the Constitutional Convention 
adopted the Constitution and in so doing brought forth, 
with sincere doubts and misgivings, the office of Presi- 
dent of the United States. 


The Constitution, as you know, is an amazingly simple 
document regarding the Presidency. It says mainly 
that “the Executive Power shall be vested in a Presi- 
dent” and that he “shall be commander in chief of the 
Army and Navy,” and he could also make treaties, 
but only with the consent and advice of the Senate. 
Certainly a benign definition of an almost empty 
sounding office. As a matter of fact the Constitution 
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was almost not ratified by Pennsylvania because of the 
“contemptible weakness” of the office of President— 
he would be merely a pageant of state, they said, and 
a ceremonial officer rather than a help in the quest for 
a more perfect union. 


President Washington’s main task was to erect and 
staff the governmental structure and to get it going. 
The problems were chiefly domestic; establishment of 
public revenue and credit; creation of a military estab- 
lishment and the encouragement of commerce and 
manufacturing as an aid to agriculture. All this, of 
course, in a small area of the Eastern Seaboard con- 
taining four million people. 


Traveling Presidents are not new, it seems, for 
Washington traveled over all of New England and made 
a 1,900-mile tour of the deep South by coach. Thus, 
long before the age of “mikes” and nationwide hookups 
he saw the face of the people and made the coach-and- 
four his channel for communication. 


When Washington left office he had had eight hard 
years and in them had founded the office of the 
President, discovered the chief of its powers and made 
them into tools for those who would follow. 


When Thomas Jefferson took office on March 4, 
1801, we had in him the master politician of his day 
and ‘generation and it is probable that, with Lincoln, 
he remains to this day the consummate practitioner of 
that art. 


The Louisiana Purchase was the outstanding event 
of Jefferson’s Presidency and besides doubling the size 
of the United States it brought about the first downfall 
of the policy of strict interpretation of the Constitution. 
Before Napoleon’s moody irascibility caused him to 
change his mind about selling this huge plot for a 
pittance, Jefferson had to move fast; he had no time 
to call Congress to amend the Constitution to make 
legal such a purchase and so, casting caution to the 
four winds, he bought it and then called Congress to 
ratify the act. It was the first example of administration 
by “trust and discretion” rather than by definition and 
all decisions of later American history have been in 
some way affected by this action. 


Jefferson also established the importance of party 
leadership and was probably the most skillful ‘Chief 
of Party’ among all the Presidents. This leadership 
was translated through its majority in Congress into the 
fact of control of the National Government. It was his 
example of the employment of this power which Wood- 
row Wilson and Franklin D. Roosevelt studied and put 
to good use. 


Andrew Jackson brought immense new strength to the 
office in 1829 for there was no more determined creator 
of Executive Power than he. He greatly expanded the 
powers of President in his two greatest battles—one in 
which he defeated the privately-owned Bank of the 
United States and in the other defeated South Carolina’s 
notion that the State could veto the will of the Nation. 
It was he who then proposed the famous toast “Our 
Union, it muse be preserved.”” Old Hickory, with his 
great moral courage, added luster and power to the 
office by bringing the banking of Federal funds under 
Government control and by holding the well-being of 
the Union above individual State’s rights. 


Abraham Lincoln faced problems more formidable 
than any other President when he entered office. In 
meeting these problems no other President ever found so 
many sources of executive power nor so expanded and 
perfected those already in use. With the Nation’s great 
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troubles before him he seized upon the Presidential 
designation as Commander in Chief and coupled to it 
the first sentence of Article II of the Constitution: 


“The Executive Power shall be vested in a President 
of the United States” and joined them as the “War 
Power” which authorized him to do many things beyond 
power of Congress. In two years what had begun as a 
transition device grew into an independent power under 
which Lincoln felt authorized to suspend the execution 
of the writ of habeas corpus, issue the Emancipation 
Proclamation and restore reoccupied States. The above 
and much more by Lincoln added, obviously tre- 
mendously to Presidential power. 


At the end of Theodore Roosevelt’s 7% years in the 
White House the American people had quite a new 
concept of the Presidency for few men have conditioned 
it more! 


Theodore Roosevelt felt that the executive power “was 
limited only by the specific restrictions and prohibitions 
appearing in the Constitution or imposed by Congress” 
and rejected the theory that what was necessary for the 
nation could be done by the President if he could find 
some specific authority to do it. He insisted it was not 
only his right but his duty “to do anything that the 
needs of the nation demanded unless specifically for- 
bidden by the constitution or laws.” It was this broad 
and positive concept that he as President could do a 
thing unless specifically forbidden to do so rather than 
the previous relatively negative stand that he could 
only do it if he had definite authorization that added 
tremendous power to the Presidency and also character- 
ized Theodore Roosevelt’s incumbency. 


He also brought to the office the conviction that the 
United States could no longer hold herself safe in the 
cocoon of isolation and he took America into the world. 
He felt that we should take action in the organization 
of the affairs of the world. This meant colonies, a 
canal in Panama and thrusting the weight of this 
nation onto the scales that measured out the balance of 
power in Europe. 


It was left for Woodrow Wilson, however, to finally 
commit this country to major use of Military Power 
outside of the United States and when in January, 1918, 
he made his famous speech on the Fourteen Points, for 
the first time in history arrangements had been made 
so that his speech appeared simultaneously in all the 
newspapers of all countries. This caused enormous 
pressure to be brought for this charter for a new world. 
This instant marked the first time that the utterances 
of the President of the United States had had impact 
upon and vital importance to all the people in the 
world. Surely the power and the influence of the 
office had gone far since Washington struggled with 
his 13 states and four million people. 


The history of the Presidency presents no exact 
counterpart to Franklin D. Roosevelt’s first 100 days 
in the White House. That his influence upon the 
Presidency during this acutely critical period and during 
the war years was great is unquestioned. However, his 
period in office is too recent and the emotional tides 
regarding him personally still run too high for the 
amateur (and, indeed, the professional) to sum up with 
justness his expansion of the power. It can be safely 
said, however, that Franklin D. Roosevelt added to the 
many Presidential roles that of World Strategist. 


Thus, on looking back over the 168 years of this 
office one must certainly agree with the great Grover 
Cleveland when, with his heavy hand, he wrote: “Sir, 
it is a solemn thing to be the President of the United 
States” and we cannot help but think, too, how blessed 
we have been by the choices the people have made for 


this great honor. Even those men, who in history’s 
merciless and often unjust light are considered to have 
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PRESIDENT 


been weak or inadequate, were all great patriots doing 
the best they could and in most cases are seen, on 
closer study, to have been caught up in circumstances 
beyond their power or abilities to control. Never has 
there been question of Presidential loyalty or sincerity. 


For 168 years our Presidency has been being built 
and molded by great hands, it has been watered by 
blood and tears, tempered by time and crises and 
warmed by the sun of patriotism until we have in it 
today the greatest power the world has ever known— 
being used as the greatest instrument man has yet 
devised for peace and individual freedom. 


History will show us too that to the really great 
Presidents we are now adding another, We are even 
more fortunate than we know to have at this time as 
our President, controlling the almost unbelievable power 
that the office has become, a man of great ability, great 
honesty, great sincerity and dignity, great morals and 
great heart. 


Gentlemen, I think I know why we meet here each 
New Year’s Day and I would like to propose a toast 
to the Presidency and to the President of the United 
States. 


AIN’T GOT TIME 


Ain’t got time to go a-fishing 
Ain’t got time to relax 

Ain’t got time to sit a-wishing 
Got to pay my income tax. 


Ain’t got time for my family 
Hardly know the children’s names 
Ain’t got time to sit and listen 
To their tales of childish games. 


Ain’t got time to romp and play 
Ain’t got time to go to church 
Got to work 14 hours every day 
Can’t leave my business in the lurch 


Ain’t got time for mirth or laughter 
Ain’t got time to take a drink. 
Ain’t got time for the hereafter 
Ain’t got time to sit and think. 


Ain’t got time to hit a golf ball 
Ain’t got time to sink a putt. 
Got to give my very all 

To keep the wolf from my hut. 


Ain’t got time for a vacation 
That’s all foolishness anyway. 
I can get my recreation 

Doing things that bring in pay. 


Ain’t no one can take my place 

Ain’t got time for story or fable. 

Think Ill have to step up my pace 

Got to make it while I’m able. 

Ain’t gtt—GOOD MORNING, GABRIEL! 


C. F. Hotton, M.D. 


—Journal of the Medical Association 
of Georgia, October, 1955. 
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AMA Washington Letter 





THE MONTH IN WASHINGTON 


The Army’s Office of Dependent Medical Care, 
handling the new program that offers private 
medical care to service families, is working on 
some long—and some short-range plans of im- 
portance to state societies. 

To meet a problem coming up in the next few 
months, the office is notifying states that contracts 
for physicians’ services, negotiated through the 
state societies last fall, will be extended auto- 
matically when their expiration date of July 
1 arrives. However, there is no definite time 
period set for any of the extensions; each contract 
will be continued in effect until that particular 
state’s agreement has been renegotiated. 

When the contract is extended, according to 
Maj. Gen. Paul I. Robinson, head of the Office 
of Dependent Medical Care, it will be possible 
to make necessary adjustments, but he hopes not 
too many changes will be asked at that time. 

Then, after July 1, each state will be given 
60 days’ notification before Defense Department 
makes its final audit covering the period from 
December 7, 1956, when the program went into 
effect, through June 30, 1957. This audit has 
been promised in each state before renegotiation 
starts. 

Both the state fiscal agents and Gen. Robinson’s 
staff should be well prepared for renegotiations 
when the time arrives. No renegotiations will 
be undertaken until January, 1958. They will 
continue for most of next year, on a tentative 
schedule that calls for handling about five con- 
tracts per month. 

Under this tentative arrangement, the contract 
with the Michigan State Medical Society will be 
renegotiated during the month of August. 

* * * 

If any large-scale health and medical program 
is to be pushed through Congress this year, most 
of the pushing will be done by the Democrats, 
who, in control on Capitol Hill, can get what they 
want, in theory at least. 

Announcing that the idea of a special presi- 
dential health message had been dropped for 
this year, Secretary Folsom also said the Republi- 
can administration would press for only three 
major health-medical bills. All three, incidentally, 
were before Congress last year but were not acted 
upon. They are: 

1. Federal assistance to medical, dental. and 
public health schools to help them build and 
equip new teaching facilities or improve and ex- 
pand existing classrooms or labs. 

2. Waiver of the anti-monoply laws to permit 


430 


small companies (none doing more than one 
per cent of the total business) to pool some of 
their funds for experimental work in expanding 
voluntary health insurance. 

3. Authorization for construction of sanitary 
facilities on Indian reservations. 

In outlining these legislative objectives of the 
administration, the Secretary took the opportunity 
to make clear he doesn’t think much of one bill 
that has the ardent support of some Democrats 
and of some labor leaders. It would have the 
U. S. pay for sixty days’ free hospitalization an- 
nually for persons aged sixty-five and over who 
are under social security, and their dependents 
if also over sixty-five. 

Mr. Folsom said the social security administra- 
tion has all it can do administratively to put into 
effect the major amendments passed last year, 
and that besides the “hospitalization at sixty-five” 
plan skirts so close to the area of compulsory 
health insurance that it should be regarded cau- 
tiously. 


NOTES: 


A House committee, making a survey of the 
cost of veterans’ programs, has been asked by 
VA Administrator Harvey Higley to ponder this 
question: Should more VA hospitals be con- 
structed when we know beyond doubt that they 
will be largely for the benefit of non-service-con- 
nected cases? oi’. 

As anticipated, pressure already is on Congress 
to drop or lower the age 50 limit for OASI pay- 
ments because of disability. Many bills have been 
introduced on the subject. 

* * * 


Congressmen are hearing again from the friends 
of the “Hoxsey cancer cure,” which has been un- 
der constant attack by Food and Drug Admin- 
istration but still manages to stay in business. 
Form cards, carrying space for a name and ad- 
dress, are being received on Capitol Hill, each 
asking Congress to investigate FDA for the way 
that agency has pressured the Hoxsey people. 

* * * 


An addition to the top echelon of the Depart- 
ment of Health, Education, and Welfare is a 
young (thirty-three) assistant to Secretary Folsom, 
who holds both medical and law degrees. He is 
Dr. Robert H. Hamlin, of Brookline, Mass. An- 
other HEW addition is John A. Perkins, Ph.D., 
president of the University of Delaware, the new 
Under Secretary. 
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AMA News Notes 





OUTSTANDING MEDICAL MEETING PLANNED 


Physicians attending the AMA’s 106th Annual Meet- 
ing in New York City June 3-7 will find a star-studded 
revue of exhibits, scientific lectures, medical films and 
color television programs lined up for their pleasure and 
enlightenment. Approximately 18,000 physicians from 
all over the country are expected to participate in this 
world-famous “short course” in postgraduate medical 
education. Focal point of the scientific program will 
be the Coliseum—New York’s new exhibition hall— 
with four floors devoted to technical and scientific ex- 
hibits, many of the scientific meetings and the color tele- 
vision program. A number of section meetings plus the 
scientific film program will be held in hotels near the 
exhibit hall. Headquarters for the House of Delegates 
will be the Waldorf Astoria. 

An outstanding scientific lecture program is being 
arranged by the Council on Scientific Assembly. Kicking 
off the general scientific program on Monday morning, 
June 3, will be a review of recent progress in surgery 
while the afternoon session will deal with recent ad- 
vances in medicine. Tuesday morning’s general meet- 
ing will feature a discussion on the use and abuse of 
mood-altering drugs in daily practice. 

Formal section meetings will run from Tuesday after- 
noon through Friday morning. Many of the sections 
will combine to present special symposiums and panel 
discussions. The Section on Miscellaneous Topics is ar- 
ranging sessions on allergy, legal medicine with a 
mock trial involving the testing of drinking drivers, and 
methods of improving communication in medicine. A 
number of exhibit-symposiums and question-and-answer 
conferences also will be held. Special exhibits on frac- 
tures, diabetes, perinatal mortality, pulmonary function 
testing, fresh tissue pathology, arthritis, and nutrition 
also will be presented. 


The color television program presenting live surgical 
procedures from Roosevelt Hospital will again be spon- 
sored in co-operation with Smith, Kline & French 
Laboratories. 

A foreign air is being added to the regular medical 
film program for the first time. More than twenty 
foreign countries are sending special films dealing with 
many aspects of medical science to the “international 
medical film program.” Both the international and reg- 
ular film programs will be held at the Barbizon Plaza 
Hotel. 


Registration officially opens at the Coliseum Monday 
at 8:30 a.m. and closes Friday noon. Advance regis- 
trations will be accepted Sunday from 12 noon to 4:00 
p-m. The exhibit hall will be open to “doctors only” 
on Tuesday and Wednesday mornings to give physicians 
an opportunity to circulate more freely among the 
technical and scientific exhibits. For your comfort, the 
new Coliseum has many facilities, including air con- 
ditioning, escalators, elevators, a cafeteria, and snack 
bars. 
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Physicians aud their wives should plan now to attend 
this worthwhile medical conclave. Further details will 
be published in the Journal of the AMA. 


FIRST INTERNATIONAL FILM PROGRAM 

A unique selection of foreign-made medical films will 
be shown for the first time at the American Medical 
Association’s 106th Annual Meeting June 3-7 in New 
York City. So far, twenty countries have submitted ap- 
plications to this “international medical film program.” 
Chief purpose of the program is to bring to the atten- 
tention of doctors attending the convention some of the 
outstanding motion pictures produced abroad dealing 
with many aspects of medicine and surgery. A great 
many foreign physicians have already indicated an in- 
terest in the program. 

Another aim will be to afford representatives of the 
United States and foreign countries the opportunity of 
discussing the possibilities of lifting existing customs 
barriers which make it practically impossible to exchange 
such motion pictures. 

This program has been arranged by the AMA in 
co-operation with Johnson and Johnson, New Bruns- 
wick, N. J. Mr. Ralph Creer, director, AMA Motion 
Pictures and Medical Television, and a special commit- 
tee have been screening more than 75 applications with 
an eye to selecting the most unusual and varied program 
for physicians. 

The international exhibition and the regular program 
of domestic scientific films will be held in separate rooms 
of the Barbizon Plaza Hotel, located within two blocks 
of the Coliseum. 


AUXILIARY WINNERS IN “TODAY’S 
HEALTH” CONTEST 


Winners in the Today’s Health “Operation Christmas” 
subscription contest recently received ten dollar checks 
as prizes for their outstanding efforts. The 1956 win- 
ning auxiliaries include: Group I—Washington County, 
Oregon; Group II—TIndiana County, Pennsylvania; 
Group III—Escambia County, Florida; Group IV—Los 
Angeles County, California. 


TWO NEW EXHIBITS AT JUNE MEETING 


Two new AMA scientific exhibits designed primarily 
for physicians will be unveiled at the Annual Meeting 
in June in New York City. These displays are being 
prepared jointly by the Bureau of Exhibits and (1) the 
Bureau of Health Education and (2) the Council on 
Foods and Nutrition. Both will be available on a loan 
basis to medical societies after the Annual Meeting. 


1. “Health Appraisal of the School Child”—presents 
five factors involved in a complete appraisal program, 
including teacher observation, screening procedures, den- 
tal and medical examinations, and the follow-through. A 
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Dexamyl (a combination of 
dextro-amphetamine sulfate, S.K.F., and 
amobarbital) induces a mood of cheerfulness 
and optimism. Often, this is all that is needed 
to help the aged overcome their loneliness, the 
resentful feeling of being unwanted, the fears 
(imagined or real) of physical failings. tablets - elixir - Spansulet capsules 


smooth and subtle encouragement for the aged 
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PR REPORT 





NATION APPLAUDS MUSKEGON’S 
ACTION 


On Wednesday, February 27, the entire nation 
heard the story of how the Muskegon County 
Medical Society had come to the aid of one of its 
members. This is the story. 

Edward V. Williams, M.D., became ill on 
Sunday, February 24. It was tuberculosis. The 
next day he was sent to a sanitarium where it 
was expected he would spend at least six months. 
This meant that Dr. Williams’ large practice 
would have to be covered by others during his 
absence. 

A special meeting of doctors—members of the 
Muskegon County Medical Society—was called 
for Monday night and the entire Society met in 
special session Tuesday evening to consider what 
might be done for their colleague and for his 
patients. The president, Emil J. Lauretti, M.D., 
appointed a _ special committee which was 
scheduled to meet the following night. 

The committee, composed of R. T. Allen, M.D., 
H. Clay Tellman, M.D., Norbert W. Scholle, 
M.D., Norman A. Fleishman, M.D., and Ralph 
V. August, M.D., took this action: 


1. The Society has made this committee avail- 
able to Dr. Williams and through it desires to 
help him on all problems, including personal 
finances, which he wishes to present to it. 

2. The committee recommends that Dr. 
Williams consider the placement of his office 
finances and collections with a professional or- 
ganization. 

3. The committee recommends that the mem- 
bers of our society on a voluntary basis forward 
to the County Society treasurer a sum equal to 
twenty-five per cent (25%) of their collections 
from the care of Dr. Williams’ patients during 
the ensuing six (6) months. This total sum to 
be forwarded by the County Society to Dr. 
Williams. 

4. The committee recommends that the Presi- 
dent of our Society forthwith appoint a committee 
for the express purpose of inducing negro 
physicians to settle here and practice in our midst. 

5. The committee recommends that the Society 
investigate the availability of financial assistance 
to newly situated practitioners in our community. 


And as a quick public relations follow-up, the 
Committee issued the following press release: 

“The Muskegon County Medical Society regrets 
the sudden illness.of Dr. Williams and sympathizes 
with his patients in their loss from active practice 
of an able physician and a friend. We also will 
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miss the work of a fine colleague and friend. The 
medical society through the individual physicians 
offices, the emergency services of Mercy and 
Hackley Hospitals and the emergency medical 
telephone service will provide medical service for 
Dr. Williams’ patients.” 

As a result of the Society’s speedy and con- 
siderate actions, the nation’s attention was focused 
on Muskegon. The NBC radio network, AP and 
UP wire services, local newspapers and large 
dailies all carried the story. 

The Detroit Free Press, on March 4, 1957, 
made this editorial comment in tribute to the 
humanitarian principle for which the medical pro- 
fession stands. 


MUSKEGON GIVES A TELLING REBUKE 


The press of the entire country has carried the story 
about members of the Muskegon County Medical Society 
taking over the practice of a Negro doctor who has 
been stricken with tuberculosis, 

Eighty Muskegon doctors, most of them white, have 
agreed to look after the patients of Dr. Edward Williams 
for the year in which he will be confined in a sanitarium. 
They are working out a schedule to handle his office 
calls, and the fees will go to the ill physician. 

This wouldn’t particularly be news if the chief figure 
in the story wasn’t a Negro and the other doctors white. 
That sort of thing under somewhat different. circum- 
stances is common practice in the medical profession 
as well as in other categories of human relationships. 

The incident attracted attention only because it 
revealed that decent feelings of humanity know no 
barrier of race or creed. It stands as a sharp rebuke to 
the purveyors of hate wherever they may be plying 
their insidious trade.—Reprinted from The Detroit Free 
Press. 


OPERATION ARMOR 


Early in March, the MSMS Operation Armor 
spotlight turned its focus to the fourteen to forty 
age group, when appeals went to all county 
medical societies for help in overcoming this seg- 
ment of the public’s apathy towards polio im- 
munization. 

Latest reports indicate paradoxically that the 
overwhelming success of this second phase of 
the Michigan M.D.s’ campaign to stamp out polio 
might have replaced a January glut of Salk 
vaccine with a March shortage. 

The component county medical societies pro- 
posed various publicity and immunization plans, 
reflecting divergent needs and conditions in 
different parts of the state. In the majority of 
cases, however, such as in Lapeer, Shiawassee, 
Macomb, Van Buren, Wayne and Ingham 
counties, patients were urged, through the press, 
radio and TV, to get their shots in their doctors’ 


(Continued on Page 442) 
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Proper formula for treating “Rheumatism” patients 


TEMPOGEN 


With TEMPOGEN, many patients obtain adequate 
relief from immobilizing “rheumatic” pain with 
lower hormone dosages than are ordinarily 
required, because of the enhanced antirheumatic 
effect provided by the prednisolone-salicylate 
combination. In addition, the likelihood of the 
occurrence of gastric distress or adrenal ascor- 
bic acid depletion is minimized. 


INDICATIONS: Early rheumatoid arthritis, rheu- 
matoid spondylitis, osteoarthritis, Still’s disease, 
psoriatic arthritis, bursitis, synovitis, tenosynovi- 
tis, myositis, fibrositis, and neuritis. 


Supplied: TEMPOGEN® and TEMPOGEN® Forte—in bottles of 100 Multiple Com- 
pressed Tablets. (TEMPOGEN Forte provides 2 mg. of prednisolone.) TEMPOGEN 
and TEMPOGEN Forte are trademarks of Merck & Co., inc. 
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AMA Annual Congress on Medical Education 


At the recent meeting of the Congress on 
Medical Education, held February 9-12, 1957, at 
the Palmer House, Chicago, both H. G. Weis- 
kotten, M.D., chairman, and Edward L. Turner, 
M.D., secretary, Council on Medical Education 
and Hospitals of the American Medical Associa- 
tion, stressed the urgency and desirability of pro- 
viding more adequate graduate education for 
General Practice. It was evident from their 
language that they were stating the official policy 
of the AMA. William Hildebrand, M.D., 
Menasha, Wisconsin, former president, American 
Academy of General Practice, outlined what he 
believed to be adequate graduate education for 
the generalist. The traditional year of rotating 
internship, followed by an intensified year of 
residency with the same status accorded the 
general practitioner as the residents in the various 
specialties enjoy, is projected as a start. He 
stressed the necessity of developing a degree of 
clinical judgment that would enable the generalist 
to recognize his limitations as well as_ his 
capabilities. Hospital privileges must be increased 
as the demonstrated abilities of the generalist 
increase. 


A very interesting panel discussion followed on 
what should constitute graduate education for 
general practice today, from the point of view 
of the leading specialties. William B. Bean, M.D., 
Professor of Medicine, State University of Iowa, 
College of Medicine, spoke for Internal Medicine. 
Charles B. Puestow, M.D., Clinical Professor of 
Surgery, University of Illinois College of Medi- 
cine, presented the attitude of Surgery. Pediatrics 
was represented by Philip S. Barba, M.D., 
Associate Professor of Pediatrics, School of Medi- 
cine and Graduate School of Medicine, Univer- 
sity of Pennsylvania. Obstetrics and Gynecology 
had their point of view explained by Lawrence 
M. Randall, M.D., Professor of Obstetrics and 
Gynecology, Mayo Foundation, Graduate School 
of Medicine, University of Minnesota; chairman, 
Section on Obstetrics and Gynecology, Mayo 
Clinic. M. Ralph Kaufman, M.D., Clinical Pro- 
fessor of Psychiatry, Columbia University College 
of Physicians and Surgeons; Chief of Psychiatry, 
Mount Sinai Hospital, New York City, spoke for 
Psychiatry. 


Most of the panelist expressed the opinion that 
a relatively large share of their specialty could be, 
more or less, adequately covered in the available 
time. The exceptions were the surgeon and the 
psychiatrist. Dr. Puestow stated he was un- 
alterably opposed to any program that contem- 
plated anything less than four years of surgical 
training. He voiced strenuous opposition to turn- 
ing out half-trained surgeons. Dr. Kaufman was 
doubtful that his specialty could contribute enough 
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of its discipline to be worthwhile in the projected 
residency for the generalist. 

Since the majority of patients will, in the fore- 
seeable future, continue to be cared for by the 
generalist, it is imperative that ways and means 
be found to more adequately prepare our gradu- 
ates who are entering general practice. The 
specialties, particularly surgery and_ psychiatry, 
should become more realistic. At the present 
time 80% of surgery is done by generalists, there- 
fore, any amount of training is bound to improve 
the situation. There will never be enough 
psychiatrists, in all probability, to treat the ever 
increasing load of mentally disturbed, so even a 
minimum of instruction in this field will improve 
patient care. 

This entire subject of more adequate training 
in general practice residencies, as well as sub- 
sequent hospital privileges will, without doubt, be 
incorporated in numerous resolutions to be intro- 
duced at the forthcoming House of Delegates 
Meeting of the AMA in New York in June. 

F. P. Ruoapes, M.D., 
Member MSMS Postgraduate 
Medical Education Committee 


PR DOCTOR TIP OF THE MONTH 


Many county medical societies have found interpro- 
fessional meetings with other health groups to be in- 
valuable in solving mutual problems or settling be- 
tween-profession conflicts. Instead of waiting for the 
suggestion of a meeting to come from another group— 
why not evaluate your 1957 PR agenda right now. 
Have you scheduled meetings with local lawyers, dentists. 
and pharmacists? 


AMA ADVANCE REGISTRATION CARDS 


Invitations, including a request form for an advance 
registration card for the American Medical Association 
New York meeting, June 3-7, have been mailed to 
44,000 member physicians in seven eastern states— 
Connecticut, Delaware, Massachusetts, New Jersey, New 
York, Pennsylvania, and Rhode Island. 

A total of 1,513 requests for advance registration cards 
have been received from AMA members to date and 
it is expected that 4,000 more requests will be received 
between now and April 20 when the convention program 
will be published in the AMA Journal. 

Physicians are reminded that they can speed up their 
trip through the registration area by requesting and 
receiving an advance registration card before May 10. 

The technical and scientific exhibits at the New York 
Coliseum will be open from 8:30 a.m. Monday, June 3, 
and daily thereafter from 8:30 to 5:30, closing at noon 
on Friday, June 7. 

On Tuesday, June 4, and on Wednesday, June 5, the 
technical and scientific exhibits will be open ONLY to 
AMA member physicians from 8:30 a.m. until 12 noon. 
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1. Color-coded diets of 1200, 1600 and 1800 calories are 
based on nutritionally-sound Food Exchanges." 


2. Easy-to-use Food Exchanges (referred to in the Knox 
booklet as Choices) eliminate calorie counting by patient. 


3. Diets promote accurate adjustment of caloric levels to 
the special needs of the patient yet allow each individual 
considerable latitude in the choice of foods. 


4. More than six dozen appetizing, low-calorie recipes are 
presented on the last 14 pages of each diet booklet. 


1. The Food Exchange Lists referred to are based on material in 
“Meal Planning with Exchange Lists” prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 
Association in cooperation with the Chronic Disease Program, Public 
Health Service, Department of Health, Education and Welfare. 
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Nutritional Problem 


* Chas. B. Knox Gelatine Co., Inc. 
® Professional Service Dept. SJ-24 
s Johnstown, N. Y. 


Please send me dozen copies of the new illus- 


trated Knox Reducing booklet based on Food Exchanges, 


Your Name and Address 
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Cancer Comment 





MICHIGAN CANCER CO-ORDINATING COMMITTEE 


MAKES PROGRESS THROUGH UNITY 


The Michigan Cancer Co-ordinating Committee 
was created November 12, 1953, as a voluntary, 
co-operative effort of representatives of the fol- 
lowing State agencies interested in cancer control: 


American Cancer Society, Michigan Division, Inc. 

American Cancer Society, Southeastern Michigan 
Division 

Michigan Department of Health 

Michigan Health Officers Association 

Michigan State Dental Society 

Michigan State Medical Society 


During its early years, the Cancer Co-ordinating 
Committee justified its existence by encouraging 
more cancer education—both professional and 
public. It also urged each of its component mem- 
bers to further their endeavors in a co-ordinated 
non-overlapping program in line with its purpose 
to help develop and maintain a more efficient and 
effective, complete dynamic cancer control pro- 
gram in Michigan. 


The Michigan Cancer Co-ordinating Committee 
activates its member organizations to greater effort 
in the fight against cancer. It is in effect a 
“stimulator” of activity on the part of the for- 
malized groups which compose it. 


Publications of the Michigan Cancer Co- 
ordinating Committee for the public include: 

The Story of Cancer For High Schools 

Strength Through Unity Against Cancer 


The personnel of the Michigan Cancer Co- 
ordinating Committee for 1957 is: 


Name Organization 
H. M. Nelson, M.D., S.E. Mich. Div., 
Chairman Cancer Society 
Charles F. Arnold S.E. Mich. Div., 
Cancer Society 
J. A. Cowan, M.D. Michigan Department of Health 
M. A. Darling, M.D. S.E. Mich. Div., American 
Cancer Society 
Michigan Div., Inc., 
Cancer Society 
Michigan Health Officers Asso- 
ciation 
Michigan Div., Inc., American 
Cancer Society 
Michigan State Medical Society 
Michigan State Medical Society 
Michigan State Medical Society 
Michigan State Dental Associa- 
tion 
Michigan Div., Inc., American 
Cancer Society 
Michigan State Medical Society 


American 


American 


Mr. W. F. Doyle 


American 
J. D. Heaslip, M.D. 
L. E. Holly, M.D. 
W. A. Hyland, M.D. 
J. W. Hubly, M.D. 
W. A. Irwin, M.D. 
B. E. Luck, D.D.S. 
C. Allen Payne, M.D. 
E. T. Thieme, M.D. 
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For further information and copies of publica- 
tions, write Michigan Cancer Co-ordinating Com- 
mittee, attention of William J. Burns, Secretary, 
Box 539, Lansing 3. 


AMA NEWS NOTES 
(Continued from Page 432) 


series of colored slides demonstrating each of these major 
phases also will be presented. This exhibit will be of 
interest not only to the medica) profession but also to 
educators and other allied health leaders. 

2. “Foods in Oral Electrolyte Therapy”—designed 
primarily for the general practitioner who is concerned 
with electrolyte therapy in the non-hospitalized patient. 
Purpose of the display is to remind physicians that 
foods are useful in electrolyte replacement. The exhibit 
is diveded into three major categories: (a) common 
clinical conditions causing deviation from the normal; 
(b) examples of foods useful for replacement therapy, 
and (c) advantages of oral administration of these 
elements. 


HEALTH EXHIBIT GOOD DRAWING CARD 

The first public showing of AMA’s new health ex- 
hibit “We Hear” brought an enthusiastic response from 
visitors at the Florida State Fair in Tampa, January 29 
through February 9. Most popular feature of the ex- 
hibit was the “test your hearing” booth which drew 
some 27,000 participants. Both the “We Hear” and 
“We See” exhibits were sponsored jointly by the 
Florida Medical Association and the Hillsborough Coun- 
ty Medical Association. Other medical societies inter- 
ested in showing health exhibits at local fairs should 
contact the AMA’s Bureau of Exhibits as soon as possi- 
ble. Many spring and summer bookings have already 
been arranged. 


The most important single technique in brain tumor 
diagnosis is ophthalmoscopic examination, but before 
it or any other diagnostic procedure is undertaken 
suspicion of tumor must be planted in the physician’s 
mind. 

” + * 

Only by employing , adequate diagnostic measures 
can the offices of physicians and dentists become effec- 
tive cancer detection centers. 


* 7” * 

In many cases of bladder tumor, symptoms of pros- 
tatitis and prostatic hypertrophy are frequently encoun- 
tered. 

+ * * 

Seminomas of the testes usually occur during the years 

of greatest sexual potency. 
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—new physiologic iron chelate for 


maximum , | hematologic 


response—avoids interruption of 


therapy due to g.i. irritation 


—guards against iron 


poisoning from accidental overdosage 


FERROLIP 


(Iron Choline Citrate*) 


chelated iron for effectiveness 
plus ‘‘built-in’’ tolerance and safety 


TABLETS —3 tablets supply 120 mg. of iron DROPS—Each cc. provides 16 mg. of iron 
and 360 mg. of choline base. Adults: 1 or 2 and 48 mg. of choline base. M.D.R. for in- 
tablets t.id.: Children, 1 tablet tid. fants and children up to 6 years is 0.5 cc. 


SYRUP—6 teaspoonfuls supply 120 mg. of Supplied: Tablets: Bottles of 100 and 1000; 
iron and 360 mg. of choline base. Adults: 2 Syrup: Pints and gallons; Drops: 30-cc. 
to 4 teaspoonfuls t.i.d.: Children, 2 tea- dropper bottles. 

spoonfuls t.i.d. 


for the clinical and 


experimental proof, write for A + - 
complete literature , EATON & COMPANY 


Decatur, I/linois 
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National Blue Shield Professional Relations Conference 


“A strong Blue Shield is vital to the freedom 
of medical practice, and an understanding physi- 
cian is vital to Blue Shield.” This was the under- 
lying theme of a highly successful “professional 
relatigns conference” held by the national asso- 
ciation of Blue Shield Medical Care Plans in 
Chicago, February 11-13, 1957. 


Some 110 Blue Shield professional relations di- 
rectors and staff members were joined by more 
than seventy physician-trustees of local Blue Shield 
Plans and thirty-five executive secretaries of spon- 
soring county and state medical societies. The 
conference was conducted by the national Blue 
Shield Professional Relations Committee, whose 
Chairman is Dr. Fredrick H. Good of Denver, 
President of the Colorado Blue Shield Plan. 

Keynoter of the conference was Dr. Robert L. 
Novy, of Detroit, national President of Blue 
Shield Medical Care Plans who emphasized that 
the ideals and purposes of Blue Shield are pre- 
cisely the same as the age-old ideals and purposes 
of medicine: to serve people singlemindedly, re- 
gardless of personal profit. 


“Blue Shield safeguards the basic freedoms of 


medical practice which are fundamental to good 
medical care,” Dr. Novy said. “Blue Shield hopes 
to strengthen the doctor’s traditional way of 
practicing medicine, not to change it or destroy it. 
Blue Shield protects the patient’s right to choose 
his doctor, the doctor’s right to accept or reject the 
patient, and their common right to an inviolate 
confidential relationship.” 

Dr. Novy pointed out that in the fifteen years 
since Blue Shield was created, a whole new gen- 
eration of doctors has come into practice who 
know nothing of the struggle and sacrifice of its 
founders. Many of these doctors take Blue Shield 
for granted, and the success of Blue Shield has 
even led many of their older colleagues to take 
it for granted, too. 

Indifference, apathy and complaisancy can be 
fatal to Blue Shield and to the whole voluntary 
medical care prepayment program. “Blue Shield 
deserves the doctor’s wholehearted support be- 
cause it is fashioned in the doctor’s own image; 
it is his own creation; and it is designed to 
strengthen the freedoms that he and his patients 
want to keep strong and safe,” Dr. Novy con- 
cluded. 


Joint Blood Council 


Frank E. Wilson, M.D., Washington, D. C., 
executive vice president of Joint Blood Council, 
announced launching of a nationwide survey of 
blood transfusion services. The two-year study, 
made possible by a Public Health Service grant 
of $50,000, will collect, analyze and disseminate 
information of vital importance in normal peace- 
time blood banking as well as in civil and military 
defense planning. 

A census of the country’s blood collection and 
distribution facilities will be only one phase of this 
survey, the most comprehensive in its field ever 
conducted. Among its objectives are preparation 
of guidelines and standards for accreditation of 
blood banks, development of a glossary of terms 
and solution of numerous nomenclature problems, 
inventory of research in blood and blood deriva- 
tives, and the assembling and analysis of needed 
data appertaining to these objectives. 


Questionnaires and field sampling will be the 
principal media of the survey. 


Dr. Wilson will serve as study director, with 
Mr. Paul T. Rees as associate director. The latter, 
a resident of Arlington, Va., was for nine years 
sales manager and director of trade relations for 
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a national pharmaceutical house following his re- 
tirement from the Navy. During World War II 
he was in charge of the materiel section of the 
Navy’s whole blood program. 

A national postal card survey, which is a pre- 
liminary screening for the main study, already is 
under way and the response has been excellent, 
said Dr. Wilson. In January nearly 10,000 cards 
were sent to hospitals, clinics and other institutions 
asking how many transfusions were given to pa- 
tients. In each instance information was requested 
on sources of blood used—that is, whether it was 
obtained from Red Cross, a community blood col- 
lection agency, or some other facility, or whether 
or not procured by the using institution. 

A project advisory committee of representatives 
from the Council’s member institutions and _ re- 
search consultants will guide the survey. 

Joint Blood Council, established in 1955 with 
headquarters in Washington, D. C., is a voluntary 
organization incorporated by five nonprofit agen- 
cies. These are American Medical Association, 
American Association of Blood Banks, American 
Hospital Association, American National Red 
Cross and American Society of Clinical Pathol- 
ogists. 
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symptomatic relief... plus! 


ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND 


tablets and syrup 


ACHROCIDIN provides early effective therapy for 
undifferentiated upper respiratory infections, espe- 
cially in the very young and very aged; nephritics; 
susceptibles to recurrent middle ear and sinus in- 
fections; those with diabetes, chronic pulmonary 
diseases, bronchial asthma of the infectious type, 
rheumatoid or rheumatic disorders. 


In addition to rapid symptomatic improvement, 
ACHROCIDIN Offers prompt, potent control of the 
bacterial component frequently responsible for com- 
plications leading to prolonged disability in sus- 
ceptible individuals. 


Adult dosage for ACHROCIDIN Tablets and new, 
caffeine-free ACHROCIDIN Syrup is two tablets or 
teaspoonfuls of syrup three or four times daily. 
Dosage for children according to weight and age. 


Available on prescription only 
Each tablet contains: 
ACHROMYCIN® Tetracycline 
Phenacetin 

Caffeine 

Salicylamide 

Chliorothen Citrate 


* Trademark 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK > 
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Editorial Opinion 





THE IDEAL PHYSICIAN 


What makes “an ideal physician?” Dr. P. H. 
Woutat of Grand Forks, North Dakota, has pro- 
vided his answer, and it’s a compelling one. 

The ideal physician, first, must be a man of 
top abilities, faultless personal habits, and the 
talent to inspire confidence and respect in others. 

He must be active in community affairs of all 
kinds, and a frequent church goer. 

He must be available to service, educational, 
religious and other groups which are seeking 
reliable information on medical subjects. 

He must work on and contribute liberally to 
fund raising campaigns for hospitals, young 
peoples’ organizations, homes for the aged, 
charities and other good works. 

He must be active in local and state medical 
societies and must be faithful in attendance at 
hospital staff meetings, as a participant and 
educator. 

He must be a good family man, “with a gracious 
and tactful wife who abhors mink coats and other 
vulgar extravagances .. .” 

Finally Dr. Woutat says: “But above all this, he 
must never fail to give his patients the finest 
possible medical service, keeping abreast of medical 
progress by reading, attendance at medical meet- 
ings, and taking frequent postgraduate courses. 
He must be a tireless worker and improve his 
public relations by spending adequate time with 
his patients, answering urgent calls promptly, day 
or night, and by not keeping his patients waiting. 
This must all most certainly be done for what 
has been vaguely defined as a reasonable fee.” 

All over the country, thousands of doctors are 
doing a splendid job of living up to such high 
standards as these.—Grandville Star © Alliance, 
January 18, 1957. 


HAVE YOU THOUGHT OF THIS? 


This page has been used to protest certain prac- 
tices indulged in by insurance companies. It 
should be a welcome change to commend a few 
of the many sound principles that have made their 
existence so necessary to all segments of our 
Society. 

Our national economy has as an important cor- 
nerstone the tremendous investments of its citizens 
in insurance. The wage earner is attracted to life 
insurance as a means of current protection for 
himself and his family, and the anticipated future 
benefit of assured income in retirement. Means 
of current protection, aside from life insurance, are 
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hospital and health and accident policies. These 
facts are obvious, and there is no intent to repeat 
what every insurance agent can do much more 
thoroughly and competently. 

The impact of compulsory health insurance 
upon this structure is a cause for real concern. 
It is not one that has been widely publicized. As 
an aside, the word “compulsory” is the only honest 
word in that phrase. It is not “health” but sick- 
ness,—as it is not “insurance” but taxes. The in- 
surance principle is decidedly within the frame- 
work of our system of government. It helps our 
country and our country helps it. The adoption 
of an alien philosophy would lead to an inferior 
quality of patient care. 

It would also seriously weaken the financial 
position of actuarial companies. This could bring 
about government control. Thus it is the patient 
and policyholder who will suffer. This is the rea- 
son our profession has fought this issue. Alas, 
there is a widespread opinion—in and out of the 
profession—that doctors oppose this type of legis- 
lation for the selfish motives of curtailed income 
and privilege. If this were true, we would be false 
to our heritage and singularly naive. Our system 
of government can only thrive on the principle of 
the greatest good to the greatest number. This 
adage was true at the dawn of our country; it is 
equally valid today. In the wide area of defense 
of democratic principle, the leaders of the medical 
profession and the leaders of the insurance profes- 
sion are dedicated to a common goal. 


RAtpH A. JOHNSON in Detroit Medical News 


OPERATION ARMOR 
(Continued from Page 434) 


offices; and special “Immunization Days, or 
Weeks” were set aside, during which all applicants 
would get immediate consideration. 


In other areas, such as in Wexford, Missawkee 
and Saginaw counties, M.D.-staffed clinics were 
set up in factories, schools and churches, operated 
on a mass basis. 


In all cases, as reported above, the public re- 
sponse to Operation Armor has been phenomenal. 
There is every indication that close to 100 per 
cent “coverage” will be achieved by year-end as 
a result of this all-out drive. M.D.s and their 
patients are again proving the adage: “An ounce 
of prevention is worth a pound of cure.” 
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A new 


therapeutic approach 


with inherent safety 


in PRURITUS ANI 


HYDROLAMINS 
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TOPICAL AMINO ACID THERAPY 


Unique physiologic barrier—topical amino acids— 
brings rapid relief (98%') and complete healing (88%') 


**,..the objectives of therapy in pruritus ani can be listed 


under 3 headings: 


(1) relieve itching: (Hydrolamins produced immediate relief 
of intractable itching in 98% of patients. The anti- 
pruritic effect of one application lasts about twenty-four 
hours.'] 


2) accelerate healing, [Hydrolamins rapidly and com- 
C g, (Hy pidl; 
pletely healed reddened, fissured, macerated and ridged 
perianal lesions in 88% of cases."] 


allow natural healing without trauma due to physical, 
chemical, allergic, or microbiologic agents.”* [The 
amino acids of Hydrolamins promote safe, natural heal- 
ing while the ointment protects the perianal area from 
irritation.'] 


Due to the rapidity of action of Hydrolamins, it is believed that POR IORf,aon I 
irritants, responsible for the pruritus, are neutralized. Hydrolamins also forms a 
biochemical barrier against further irritation. 


SUPPLIED: In 1 oz. and 2.5 oz. tubes. 


Pharmaceutical Company, Chicago 14, Illinois 


1, Bodkin, L.G., and Ferguson, E.A., Jr.: Successful Ointment Therapy for Pruritus Ani, Am. J. Digest. Dis. 
18:59 (Feb.) 1951. 


2. Fromer, J.L.: Dermatologic Concepts and Management of Pruritus Ani, Am. J. Surg. 90: 805 (Nov.) 1955. 
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specitic 


aesensi 


in Hay Fever or Asthma... 


Family Physicians use 


eeeeceeseoooeseess 


for perennia 


rest 


iTS 


...easily, pleasantly and economically 


SPECIFIC DESENSITIZATION 


is easily accomplished quickly and accurately 
by any physician. First, skin test each patient 
by the simple scratch test method and determine 
to what allergens the patient reacts. Barry has 
a small Pollen Pak for Hay Fever and seasonal 
asthma cases. Cost $1.50 for 21 tests of tree, 
grass and weed pollens, fungi, house dust— 
individual selection to meet your botanical re- 
quirements. Simple, safe, time proven technique 
—complete directions for your nurse. Ready to 
use report forms included. Send for yours today. 





FREE SCRATCH TEST SET 


with each Rx Specific Desensitization Set 
prepared according to your 
patient’s own skin test reactions, 














PERENNIAL RESULTS 


are obtained by desensitization against those specific 
irritants to which your patients reacted by the scratch 
test. Record your reactions on the convenient report 
card enclosed in each test set. Each desensitization 
formula is individually prepared for each patient ac- 
cording to his own needs and ‘thereby renders the best 
specific results of any medication possible. Each. treat- 
ment 3-vial set (20 doses) is ready mixed and diluted 
with individually planned treatment schedule. If you 
already have skin tested your patient, send your reac- 
tions to the Allergy Division, Barry Laboratories, Inc. 


Complete service $12.50. Prompt 7-10 day service for Rx’s. 


BARRY LABORATORIES, INC 


Allergy Division 


BA 





DETROIT 14, MICHIGAN 


since 1928 





designed to 


lower corticoid dosage 


- the original tranquilizer-corticoid 


’ 
rt 
La 
eid : ‘ 


prednisolone and hydroryzine 


‘provides the emotional tranquilizer, ATARAX® (hydroxyzine) and the pre- 
ferred corticoid, STERANE® (prednisolone) + control of emotional factors 
by tranquilization enhances response to the corticoid for greater clinical 
improvement « often permits substantial reductions in corticoid dosage, 
accompanied by reduction of hormonal side effects - confirmed by marked 
success in 95% of 1095 cases of varied corticoid indications’ 


ATARAXOID now written as 


5 mg. prednisolone, 10 mg. hydroxyzine hydro- 
chloride, in green, scored tablets. Bottles of 30 
and 100. 


and now available as NEW 


2.5 mg. prednisolone, 10 mg. hydroxyzine 
hydrochloride, in blue, scored tablets. Bottles 
of 30 and 100, 


Ataraxoid 12 


1.0 mg. prednisolone, 10 mg. hydroxyzine 
hydrochloride, in orchid, scored tablets, Bottles 
of 100. 


advantages: (1) greater flexibility of dosage 
(2) effective tranquilization permits lower 
corticoid dosage 


1. Personal communications 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 








dial-the-part operation 











one of the 
soundest 
general utility 
x-ray investments 
you can make 


diagnostic x-ray table 





get the StOry from your Picker representative. You'll find him under “Picker X-Ray” in the 
classified section of your local ‘phone book: or write us at 25 So. Broadway, White Plains, N. Y. 
faa 


DETROIT 21, MICH., 8514 W. McNichols Road Pontiac, Mich., 1415 Oakwood Drive 
Battle Creek, Mich., 231 Eldred Street Flint, Mich., 4734 Canterbury Lane 
Grand Rapids 8, Mich., 48 Honeoye S.W. 










thousands of physicians 
confirm daily in practice 
the overwhelming evidence 


in hundreds of publications 


MIETICORTEN 


prednisone 


overwhelmingly favored by physicians in rheumatoid 
arthritis and bronchial asthma 


increasingly favored by physicians in intractable hay fever, 
nephrosis, disseminated lupus erythematosus and acute 
rheumatic fever 


METICORTEN, 1, 2.5 and 5 mg. white tablets. 


oe: 
<>< tly 


QUALITY / RESEARCH / INTEGRITY 


719021 


anemias you encounter respond rapidly to 


TRINSICON 


( Hematinic Concentrate with Intrinsic Factor, Lilly) 


potent - convenient - economical 


Because anemia complicates so many clinical conditions, “TRIN- 
SICON’ serves a vital function in your total therapy. It provides 
therapeutic quantities of all known hematinic factors. Just 2 
pulvules daily provide a standard response in the average un- 
complicated case of pernicious anemia and related megaloblastic 
types. “Trinsicon’ also offers at least an average dose of iron for 
hypochromic anemias, including nutritional deficiency types. 
Available in bottles of 60 and 500 at pharmacies everywhere. 


ELI LILLY AND COMPANY +- INDIANAPOLIS 6, INDIANA, U.S.A. 
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Cancer Registries 


I. Purposes and Functions 


NTEREST in the development of individual 

hospital cancer registries has been stimulated 
by the requirement of the American College of 
Surgeons that institutions, to meet the minimum 
standard for approval of a cancer program, must 
maintain a registry of all patients on whom a 
diagnosis of cancer is made. 

In the manual published by the American Col- 
lege of Surgeons on such activities, the following 
appears: 


“It shall be a requirement (after December 31, 
1955) for approval that a properly functioning cancer 
registry be in operation which records every patient, 
private and public, inpatient and outpatient, upon 
whom a diagnosis of cancer is established. This may 
be the only formal cancer activity conducted. 

“Each year a report will be made to the medical 
staff of the current work of the registry, including five- 
year end results as they become available through con- 
tinuing follow-up.” 


This is an extension of the original require- 
ments for an approved clinic (i.e., the consultative 
principle as related to the diagnosis and treatment 
of cancer) as carried out by the College during 
the past two decades. This addition makes it man- 
datory that the records of all cancer patients be 
reviewed periodically, from the standpoint of 
diagnosis, therapy and follow-up, by a committee 
of the medical staff of the hospital. 


Dr. Nelson is Chairman of the Michigan Cancer Co- 
ordinating Committee. 

Dr. Jennings is President-elect of the Michigan Path- 
ological Society. 


Aprit, 1957 


By Harry M. Nelson, M.D. and E. R. Jennings, M.D. 


Detroit, Michigan 


In 1956, the American College of Surgeons ap- 
proved 713 cancer clinical facilities. This is an 
increase of fifteen programs over 1955 and has 
been achieved in spite of the mandatory require- 
ment that an operating cancer registry has been 
a prerequisite for survey since January 1, 1956. 
Several large institutions in Michigan have con- 
ducted tumor registries and follow-up services for 
years. The purposes of these registries are to ob- 
tain information on the incidence and results of 
treatment on all cancer cases within the institu- 
tion. Generally, these registries provide only the 
simple basic information which serves as a guide 
to find those cases on which detailed research is 
to be done. 

The philosophy of the individual hospital regis- 
try as now required by the American College of 
Surgeons, is essentially that of a medical audit for 
cancer patients; i.e., it provides a tool for 
measuring the quantity and quality of medical 
care provided for cancer patients in a given in- 
stitution. 

The cancer registry is interested primarily in 
helping the patient who has cancer. It does this 
in several ways. First, it provides assistance for 
Second, it 
makes possible the early detection of recurrent or 


periodic follow-up examinations. 


metastatic disease which might have been missed 
or ignored. Third, it leads to the evaluation of 
results of treatment and in the end helps to deter- 
mine the best method of cancer therapy. 

By requiring accurate information about his- 
tologic diagnosis, clinical extent of the disease, 
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methods of treatment and other data, the cancer 
registry encourages better medical records. In 
simplest terms, it may be thought of as a mirror 
which reflects to the hospital staff what is good 
and what is bad with respect to the diagnosis and 
treatment of cancer in their institution. 

Those institutions that have conducted cancer 
registries for years, and the many which started 
their registries recently, are already aware of its 
advantages and shortcomings. However, it pro- 
vides only an appraisal of its own activities; i.e., 
a comparison with itself over a period of years. 

The central registry, which provides for the 
pooling of records from a group of hospitals, per- 
mits not only evaluations within its participating 
institutions but also between these institutions. It 
is apparent from the experiences of several cen- 
tral registries now in operation that this type of 
evaluation is an important stimulus to the im- 
provement of medical care for cancer patients. 
Without any hindrance or censure or undue con- 
demnation, the central registry can simply file the 
facts as they prevail, hospital by hospital, and a 
mere distribution of these facts to the hospitals 
provides the stimulus for advancement in cancer 
control activities. 

The primary purpose of a central registry is to 
serve as a foundation for the cancer control pro- 
gram of the geographic area covered by the par- 
ticipating hospitals. It is a basic tool for measur- 
ing the magnitude of the cancer problem and 
for evaluating the effectiveness of control meas- 
ures. It is clear that only in such measure as the 
program approaches 100 per cent participation on 
the part of the hospitals in the area can it achieve 
its full value and purpose. The development of 
a system in which the cancer records from a group 
of participating hospitals are pooled in a central 
registry provides for more uniformity in reporting 
and operating procedures than would be possible 


if each hospital were to develop its own registry 
individually and independently. The quantity of 
material available for analysis will be such as to 
greatly enhance the value of the findings. 


The basic objectives of a central registry are: 
(1) to provide a readily available source of con- 
sultative and supervisory assistance in the estab- 
lishment and maintenance of the registries in the 
individual hospitals participating in the program; 
(2) to establish a clearing house and cross-refer- 
ence file of information which will facilitate the 
follow-up of cancer patients in each of the par- 
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ticipating hospitals, and (3) to compile data and 
prepare analyses on an area-wide, as well as on 
an individual hospital, basis. 


The central registry does not presume to take 
the place of or carry out any of the major re- 
sponsibilities of the individual hospital registry. 
However, it can be a real asset to the successful 
functioning of a group of hospital registries. For 
example, the authority and responsibility for the 
development of a hospital registry rests with the 
Cancer Committee of that hospital. The experi- 
ence of a small central registry staff, derived from 
assisting in the development of a number of hos- 
pital registries, is of value in the month-by-month 
maintenance and operation of such facilities. In 
the matter of follow-up, the individual hospital 
registry is responsible for maintaining contact with 
each of its patients. A central registry, however, 
can provide for each participating hospital a 
routine periodic list of cancer deaths, as well as 
information on other individual cases (received 
from various sources), thus facilitating the work 
of a follow-up in the individual hospital. If the 
central registry is developed to the point of in- 
cluding IBM equipment for the mechanical 
handling of mass data, it can prepare summaries 
not only of its total operation, but analyses of in- 
dividual hospitals, that would be extremely time- 
consuming, if not entirely impossible, for the in- 
dividual hospitals to undertake. 


There are a few basic principles which should 
be considered in the development of a successful 
central registry program: (1) that it must have 
complete backing and active participation of all 
organized medical groups; (2) that it have the 
continuing counsel and guidance of a committee 
representing these groups for setting policy and 
ground rules on the responsibility and authority 
for the collection, maintenance, use, and final dis- 
position of cumulative records, and (3) that the 
important work of a central registry should not be 
allowed to become snarled up in such tangles of 
the legal implications involved in reporting in- 
formation. 


The Michigan Cancer Coordinating Committee, 
which consists of six major groups primarily in- 
terested in the control of cancer, has endorsed the 
work of the American College of Surgeons Com- 
mittee on Cancer Program in Hospitals. The or- 
ganizations represented in the Coordinating Com- 


(Continued on Page 470) 
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The Michigan Tumor Registry 


An Historical Survey 


bea the Michigan Tumor Registry was 
founded in 1949, its actual operation be- 
gan in 1950. With a six-year-experience, it was felt 
that an historical review of the Registry’s organiza- 
tion and a survey of its operations would prove of 
interest to the medical profession of Michigan 
and serve as a small contribution to the history 
of medicine in Michigan, especially as it relates 
to cancer control in this state. 
The formation of a Tumor Registry in Michi- 
gan followed a pattern, which had already been 
established on both a state and national level. 


With the development of state cancer control 
programs, the importance of having information 
concerning the incidence of cancer became readily 
apparent. It was in conjunction with the or- 
ganization of its cancer control program in 1926 
that Massachusetts became the first state to estab- 
lish a tumor registry. Since then tumor registries 
have been developed as an adjunct to, or as a 
fundamental part of, the cancer control program 
in such states as Alabama, Connecticut, New 
York, New Jersey, Kentucky, Rhode Island, 
Washington, Pennsylvania and Utah. 

Although all of these state tumor registries 
have in common, as one of their chief aims, some 
form of case-finding or case reporting, they never- 
theless exhibit certain fundamental differences in 
their underlying philosophy, especially those per- 
taining to organization, method of operation and 
administrative control. 

In Connecticut’ and Massachusetts,’ reporting 
of cases is carried out by hospitals and tumor 
clinics. The accumulated data is centralized in 
the state health department, division of cancer 
and other chronic diseases. This is encouraged 
in part by state aid to the hospitals and tumor 
clinics. 

In Kentucky,* Rhode Island* and New York 
State® (exclusive of New York City), data are 
accumulated by direct reporting of cases to the 
state health department by practicing physicians 


Dr. Selzer is Director of the Michigan Tumor Registry. 
Aprit, 1957 


Isidore Selzer, M.D. 
Detroit, Michigan 


and hospitals. In these states, reporting of cancer 
has been made mandatory by a legislative act 
(New York, Rhode Island), or state board of 
health regulation (Kentucky). 

In 1939, the Pennsylvania Plan® of the state 
department of health established a division of 
cancer control and declared tumors reportable 
diseases. Since mere reporting of the tumors was 
considered inadequate, it was decided to obtain, 
on a voluntary basis, clinical information as well 
as pathologic material concerning the tumors re- 
ported. It is this latter feature, i.e., the voluntary 
registration of tumor specimens and clinical his- 
tories, which made this plan unique, and it is this 
feature which has been followed in New Jersey,” 
Alabama® and Washington. The Pennsylvania 
Tumor Registry ceased to function in 1941. 

In Utah,’® cancer was declared a reportable 
disease in 1947. However, due to the inadequate 
response to compulsory reporting, the Tumor 
Registry was organized in 1951 to undertake active 
case-finding through hospital and _ laboratory 
records and through data of the state health de- 
partment statistics division. The Utah Tumor 
Registry also is no longer functioning. 

On the national level, the registries which have 
developed are tissue, i.e., Pathology Registries, in 
contrast to the state registries which are concerned 
chiefly with case-finding and statistical analysis. 
The national registries, the first of which was 
formed in 1922, represent almost every branch 
of medicine and surgery. They are sponsored by 
national medical and professional organizations 
and are maintained at the Armed Forces Institute 
of Pathology. These registries are supervised by 
the American Registry of Pathology™* which is a 
department of the Armed Forces Institute having 
liaison with the National Research Council and 
National Academy of Sciences. 

The Michigan Tumor Registry follows that 
aspect of the Pennsylvania Plan dealing with the 
voluntary registration of tumor specimens, i.e., 
its policy is to collect and register specimens of 
tumor tissue and related clinical data submitted 
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voluntarily by the practicing pathologists in the 
state. Thus, it incorporates on a statewide level, 
some features of the national specialty registries. 
The organization is unique in that its support has 
come entirely from voluntary nongovernmental 
agencies. It is important to emphasize that the 
Michigan Tumor Registry is a tissue registry and 
that registration of cases is entirely voluntary. 

The Michigan Tumor Registry was organized 
upon the initiative of the Michigan Pathological 
Society after a report to the Society by Dr. A. 
James French, Professor of Pathology at the Uni- 
versity of Michigan Medical School, based upon 
information gained from his experiences as Con- 
sultant at the Army Institute of Pathology (now 
Armed Forces Institute of Pathology). In 1947, 
a committee was appointed by the president of 
the society to study existing state and national 
registries and to recommend a plan for a registry 
to be sponsored by the Michigan Pathological 
Society. Following a*comprehensive survey by this 
committee under the direction of Dr. French, 
plans were presented to the Society for its con- 
sideration. The study and consideration of these 
plans extended over a period of nearly two years, 
following which the plans were approved and 
adopted by the Society. 

In February, 1949, the Pathological Society, at 
the suggestion of its Tumor Registry Committee, 
voted to accept the invitation extended by Dr. 
William L. Simpson and Dr. William Murray, on 
behalf of the boards of trustees of the Detroit 
Institute of Cancer Research and the American 
Cancer Society, Southeastern Michigan Division, 
to locate the Registry in the Detroit Cancer 
Center. Since these two organizations as well as 
the Cancer Control Center (now Yates Memoria! 
Clinic) were also located in the Cancer Center, 
this decision provided the Registry with office and 
laboratory space in the same building with its 
affiliated organizations and thus gained for the 
Registry the use of their facilities as well as the 
co-operation and guidance of Dr. Simpson, 
Scientific Director of the Cancer Research 
Institute, and Mr. Edward L. Tuescher, Executive 
Director of the American Cancer Society, South- 
eastern Michigan Division. At the same time 
the Registry has been able to reciprocate by co- 
operating in some of the work of the other 
agencies, 

In June, 1949, the Michigan Cancer Founda- 
tion approved an appropriation of $10,000 for the 
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establishment and first year’s operation of the 
Tumor Registry. These funds were made avail- 
able with the approval of the Cancer Control 
Committee of the Michigan State Medical Society. 

The organization, administration, aims and pur- 
poses of the Tumor Registry were outlined in a 
plan which was drawn up and titled “Method of 
Organization.” This document has since acted 
both as a charter and a constitution. 

The following organizations were listed as 
sponsors: (a) Michigan Pathological Society; (b) 
Detroit Institute of Cancer Research; (c) Michi- 
gan State Medical Society, through its Cancer 
Control Committee; (d) American Cancer 
Society, Southeastern Michigan Division; and (e) 
Michigan Cancer Foundation. 

The responsibility for the administration of the 
Registry was placed in the hands of an adminis- 
trative committee which was constituted as 
follows: (a) Four members of the Michigan 
Pathological Society; (b) the Scientific Director 
of the Detroit Institute of Cancer Research; (c) 
the Executive Director of the American Cancer 
Society, Southeastern Michigan Division; and (d) 
one member of the Cancer Control Committee of 
the Michigan State Medical Society. 

The purposes of the Tumor Registry may be 
summarized as follows: 


I. General 

a. To maintain a tumor registry composed of 
microscopic sections submitted on a voluntary 
basis by Michigan pathologists and augmented 
by clinical and follow-up data. 

II. Educational 

a. To supply pathologic material for professional 
education at all levels. 

b. To assist pathologists in stimulating interest 
in cancer among the medical profession. 

c. To supply pertinent data for lay education. 

d. To evaluate present day diagnosis and tech- 
niques in tissue pathology in terms of earlier 
diagnosis. 

e. To implement research. 

III. Statistical 

a. To collect and interpret data regarding inci- 
dence, prevalence and mortality rates of cancer 
by site, pathologic type, age, sex, occupation 
and other pertinent variables. 

IV. Follow-Up 

a. To assist and encourage the physician through 

the local pathologists to follow cancer cases. 
V. Tumor Consultant Board 

a. This board is appointed by the Administrative 
Committee and carries the responsibility of re- 
viewing sections of all controversial cases as 
submitted by the Director of the Tumor 
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Registry. Although the Registry was not and 
is not intended to be a diagnostic service, 
pathologists are encouraged to submit problem 
cases for consultation. 


Considerable credit is due to the sponsoring 
organizations and especially their representatives 
to the Administrative Committee, all of whom 
serve voluntarily and who give freely of their 
time and energy to this project. A special debt 
of gratitude is owed to the late Dr. Donald C. 
Beaver; Dr. Osborne A. Brines, Chairman, De- 
partment of Pathology, Wayne State University 
College of Medicine; Dr. A. James French; and 
Dr. Frank W. Hartman, Emeritus Pathologist-in- 
Chief, Henry Ford Hospital, for their guiding 
interest in the organization and operation of the 
Michigan Tumor Registry. 


At this point it would be appropriate to name 
the members of the first Administrative Commit- 
tee, which held its initial meeting on November 
30, 1949. At the time of this first meeting the 
Administrative Committee consisted of the late 
Dr. Donald C. Beaver, Chairman; Dr. Osborne 
A. Brines, Dr. A. James French, Dr. Frank W. 
Hartman and Dr. William L. Simpson. In the 
following year the Committee was completed by 
the appointment of Dr. Harry M. Nelson, Detroit, 
Chairman, Southeastern Michigan Division of the 
American Cancer Society, to represent this or- 
ganization and of the late Dr. A. B. McGraw te 
represent the Cancer Control Committee of the 
Michigan State Medical Society. 


Dr. Harry M. Nelson was replaced late in 1950 
by Dr. John Locke as representative of the Ameri- 
can Cancer Society, Southeastern Michigan Divi- 
sion. The latter was in turn replaced by Mr. Ed- 
ward W. Tuescher, who became Executive Sec- 
retary of the American Cancer Society, South- 
eastern Michigan Division, in the latter part of 
1951, and who has been a member of the 
Committee since that date. Dr. McGraw re- 
mained a member of the Committee until his 
death in 1953, and in 1954 Dr. John Wellman 
of Lansing was designated by the Michigan 
Cancer Co-ordinating Committee to fill the 
vacancy created by the death of Dr. McGraw. 
Dr. Wellman was a member of the Committee 
for approximately one year when pressure of other 
duties forced him to resign. Following his 
resignation in 1955, Dr. Harry Nelson was 
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designated as representative of the Cancer Co- 
ordinating Committee to the Administrative Com- 
mittee of the Tumor Registry. 


Of the pathologist members of the original 
Committee, Dr. French served until the end of 
1950, Dr. Beaver through 1951, Dr. Brines through 
1952, and Dr. Hartman through 1953. Beginning 
with 1951, the Michigan Pathological Society has 
each year designated a new member to represent 
the Society on the Committee. This member 
serves for a term of four years, and becomes the 
chairman of the Committee during the fourth 
year of his term. 


Since this rotation began, Dr. Arthur A. 
Humphrey, Battle Creek, Drs. Donald H. Kaump, 
Lawrence W. Gardner and William L. Brosius, all 
of Detroit, Dr. R. E. Olsen of Pontiac and Dr. 
Viola Brekke, Highland Park, have been elected 
to the Administrative Committee. Dr. Humphrey 
completed his four-year term in December, 1954, 
and Dr. Kaump at the end of 1955. Dr. Gardner 
completed his term in December of 1956. 


Dr. Simpson was the first secretary of the Ad- 
ministrative Committee. In 1951, Mr. Locke 
served a term as secretary, and since 1952 Dr. 
Simpson has been re-elected to this office each 
year. 


After the Administrative Committee was or- 
ganized its first official act was to utilize the 
funds allocated by the Michigan Cancer Founda- 
tion for the purchase of equipment and supplies 
for the Registry laboratory and office, space for 
which had been provided on the first floor of 
the Cancer Center at 4811 John R Street in 
Detroit. News releases were issued and the an- 
nouncement was made that the Registry was 
officially opened. 


About mid-year in 1950 tumor specimens began 
to be submitted to the Registry by various 
pathologists. After being processed in the Registry 
laboratory, these cases were reviewed and classi- 
fied by the pathologist members of the Adminis- 
trative Committee. It was not until early in 
1951 when Dr. Henry Tesluk was appointed 
Director of the Tumor Registry that the Adminis- 
trative Committee was relieved of the many 
routine duties which its members had voluntarily 
taken upon themselves. 


In 1952, Dr. Tesluk resigned as Director, and 
it was not until 1954 when the author assumed 
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the post that the Registry again had a full-time 
director. 

In the year 1950, only 280 specimens were re- 
ceived and recorded by the Tumor Registry. This 


TABLE I. NUMBER OF ACCESSIONS TO 
MICHIGAN TUMOR REGISTRY 
s 7 ladiaceiiatiaatiiniimiien 
| 1951 1952 | 1953 | 1954 








1955 Total 


——|—______|___— 


2021 | 6071 


495 1192 782 | 1301 





is shown in Table I, which also includes the 
number of accessions for each of the following five 
years. The decrease in the number of accessions 
for the year 1953 is undoubtedly due to the fact 
that the Registry was then operating with only a 
part-time director brought about by the resigna- 
tion of Dr. Tesluk. In 1954, this downward trend 
was reversed and the number of new cases has 
increased each year. 

The hospitals participating in the Registry pro- 
gram and the number of accessions credited to 
each hospital for the years 1950-1955 are listed in 
Table II. This table points up the fact that not 
only are all sections of the state represented to 
some degree, but also that certain hospitals, 
notably some in Detroit, are conspicuously absent. 
This latter fact, of course, tends to diminish the 
value of our statistics. 

Since a complete analysis of the Registry 
material does not fall within the scope of this 
paper, only a partial classification of this material 
is included in Table ITI. 


In addition to its main function of collecting, 
classifying and coding tumecr specimens, the 
Registry has conducted other activities: 


Provision of a consultation service for unusual 
controversial cases. 

Preparation of histologic sections for the Slide 
Seminars of the Michigan Pathological Society. 
Processing of biopsy specimens for the Yates Me- 
morial Clinic (Cancer Detection Clinic of the 
American Cancer Society, Southeastern Michigan 
Division ) 

Participation in the research program of the De- 
troit Institute of Cancer Research. 

Co-operation with American Cancer Society, 
Southeastern Michigan Division, in lay and pro- 
fessional education. 

Co-operation with the American Cancer Society 
in its Smoking-Lung Cancer Survey. 

Co-operation with the American Cancer Society, 
Southeastern Michigan Division, in encouraging 
and assisting the formation of hospital cancer 
registries. 


TABLE II. ACCESSIONS TO MICHIGAN TUMOR 
REGISTRY BY HOSPITALS 








Location Hospital 1950-1955 





Alexander Blain 
Children’s Hospital 
Dearborn Veteran's Hospital 
Detroit Memorial 
Grace Hospi 
Harper Hospital 
Henry Ford Hospital 
Herman Kiefer 
Highland Park General 
Mt. Carmel Mercy 
Providence 
Receiving 
Wayne County General 
Woman's Hospi 
Sinai Hospital 
Yates Memorial Clinic 
St. Joseph’s Mercy 
Leila Y. Post Montgomery 
Community 
Mercy and General 
Hurley 
McLaren 
St. Joseph’s Hospital 
Women’s Hospital 
Blodgett Memorial 
Butterworth Hospital 
St. Mary’s Hospital 
Jackson Foote Memoria 

Mercy 
Kalamazoo | Borgess 

Bronsen 
Lansing Edward W. Sparrow 
St. Lawrence 
St. Luke’s 
Hackley 
Mercy 
Pontiac | Pontiac General 
Saginaw Saginaw General 
Ypsilanti Beyer Memorial 
Miscellaneous 


Total 


Detroit and 
Wayne County 





Ann Arbor 
Battle Creek 


Bay City 
Flint 


Grand Rapids 


Marquette 
Muskegon 


Except for 1953, due to the reasons mentioned 
above, the Registry has shown continued growth 
in respect to the number of specimens submitted 
for registration. This fact is an indication of the 
growing awareness on the part of the pathologists 
of the importance of the Tumor Registry. How- 
ever, in order to fulfill its purposes, the Registry 
is attempting to achieve its goal of a minimum 
of 3,000 specimens annually for the next several 
years. Although most hospitals and pathologists 
are co-operating to some extent in this effort, the 
Registry is hampered by the fact that some hos- 
pitals still are remaining aloof and unco-operative. 
Although pathologists are most directly involved 
with the activities of the Registry, its success is 
of direct or indirect concern to all members of 
the medical profession in Michigan and of course 
to their patients. 


In addition to our continued efforts to en- 
courage registration of increasing numbers of 
cases, our plans call for the preparation of ade- 
quate varieties of slide study sets to be available 
for loan purposes. We are also encouraging the 
use of our permanent slide collection for study 
and reference purposes. 
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MICHIGAN TUMOR REGISTRY—SELZER 


At the present time, specialty registries within 
the Michigan Tumor Registry are being formu- 
lated with the co-operation of various specialty 
groups in the State of Michigan. 
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TABLE III. CLASSIFICATION OF ACCESSIONS TO MICHIGAN TUMOR 
REGISTRY BY ORGAN SITE OR SYSTEM AND SEX FOR THE 
PERIOD 1950-1955 








Primary Site 


Mouth and Oropharynx 
Esophagus 

Stomach 

Intestinal Tract 

Pancreas 

Liver, Gallbladder and Bile Ducts 
Nose, Larynx, Trachea and Lung 
Urinary Tract 

Male Reproductive System 
Female Reproductive System 
Breast 

Skin 

Brain and Spinal Cord 

Bone 

Thyroid 

Lymphatic and Hematopoietic Systems 
Salivary Glands 

Soft Tissue 


Miscellaneous Sites (Spleen, Adrenal, Eye, etc. 


Primary Site Unknown 


Total Neoplasms 


Non-neoplastic lesions, errors, ete 














*The apparent discrepancy between the total figures of Tables I and III is due to the fact 
that in some cases, the same accession number included more than one neoplasm. 


A constantly growing reprint collection dealing 
chiefly with the morphologic aspects of cancer, 
and selected texts and cancer journals are avail- 
able for reference. 

In addition, in accordance with the stated 
Registry program, follow-up studies on selected 
groups of cases are now being undertaken. 

Although the Registry was initiated by the 
Michigan Pathological Society and members of 
this Society provide the chief basis for its scientific 
endeavors, the support and co-operation of mem- 
bers of all branches of medicine in Michigan 
would be welcomed. In turn, the facilities of the 
Registry are available to all members of the 
medical profession in Michigan. 
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Cancer and Anoxia 


A Further Evaluation of Clinical 
and Experimental Trends 


ie 1950 I advanced a new theory for the cause 


of cancer (JournaL MSMS, 49:1179-1184, 


1950), namely, anoxia of a cell, goading it into 
cancerous change, by diverse actions, such as the 
carcinogens and their ilk on the one side, and cell 
factors on the other. Enzymes were suggested as 
possible agents. Reversion of the cell to a former, 
more primitive, type of metabolism requiring less 
oxygen, which allowed it to escape from physio- 
logic control, I believed was cancer. 

Last fall I decided to try once again to clarify 
this issue. There seems to me to be proof enough 
for all but the modus operandi. I knew of Otto 
Warburg’s work on the excess lactic acid in cancer 
cells, but his recent report in Science (123:3191, 
Feb. 24, 1956), caused me to rewrite my paper 
to incorporate his theory. He lists the following 
sequence: 


1. Injury to cellular respiration by interference 
with the oxygen supply. 

2. Attempts of the cell to survive by shifting 
to anaerobic fermentation as an alternate source 
of energy. 

3. Development of a transitional or sleeping 
phase, a precancerous state whose cells look like 
cancer but have not yet fully replaced respiration 
by fermentation. 

4. Loss of cellular differentiation upon repeated 
substitution of respiration by fermentation. Subse- 
quently these cells grow wild as cancer. This 
action parallels that of Torula yeast cells. Not 
even they can maintain structure permanently by 
fermentation alone without degeneration. Since 
these respiratory insults are irreversible, their ef- 
fect is cumulative. Massive effect kills. Lesser 
amounts lead to cancer. 


All other supposed causes of cancer are second- 
ary and Warburg feels that stress on virus, chemo- 
therapy and other research is futile and hinders 
the outlook. 

I agree most heartily with the basic premises 
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By Edgar A. Bicknell, M.D., Detroit, Michigan 


because this is further proof of my theory, al- 
though we differ on some points. Precancer cells 
can revert to normal if the carcinogenic agent is 
removed. Also, I will show that cancer cells, 
though they seem to be growing entirely wild, 
may be under the influence of growth stimuli as 
well as hormone influence which, if enough energy 
is made available through glycolysis, may allow 
the cell to resume lost patterns of form and work. 
Energy not used for growth and reproduction can 
be shunted to the latter effects. 

What is the opinion of others? Many, like Lud- 
wig Gross, indict the virus as the cause of cancer. 
I knew Dr. Gross while in the service and respect 
his work very much, but I believe that though 
he has shown evidence in leukemia as well as in 
breast cancer, his virus theory applies to animals 
only and the viruses may be only co-carcinogens. 
The work of training viruses to attack cancer, 
while ingenious, I fear is a will-o-the-wisp. Can- 
cer is so protean in its manifestations, due to the 
variety of tissue from which it springs, that this 
and a single magic bullet are doomed by the great 
variety of malignancies. 

Heredity is the other main cause offered. A 
recent case report by Lt. Commander Ende in 
Cancer (Sept.-Oct., 1955), makes both heredity 
and virus as “the” cause of cancer untenable. He 
reported the delivery of identical twin girls at the 
thirty-second week of gestation to a healthy 
twenty-four-year-old primigravida. The one child 
was normal and stayed so through thirteen months, 
The other was stillborn, death being due to a 
large brain tumor, a medullo blastoma and epen- 
dymoma. Anoxia by cord torsion or compression 
is tenable. Transplacental carcinogenic activity 
can occur through hormones or other agents. We 
know that the placental barrier is far from com- 
plete. I know of no other theory than mine that 
can explain this. 

In order to evaluate the whole field of clinical 
and research I have read much current literature 
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and delved into the basic sciences to strengthen my 
background in biology, genetics, biochemistry, en- 
zymes, physics (especially isotopes and other radia- 
tion) as far as possible. My present evaluation 
follows. 

Chronic lack of oxygen causes cancer. Cell 
resistance to carcinogenic activity varies. When 
cells are normal greater amounts of carcinogens 
are required. Even a normal cell can become can- 
cer if enough carcinogenic activity is exerted on it. 
Depleted cells require far less. Especially if 
forced to work by nerve or hormone stimulation. 
How is this brought about? Many things have 
been shown to be carcinogenic. We know that 
ionizing radiation causes cell changes in the 
chromosomes and that mutations occur. We also 
know that malignancy follows many types of ra- 
diation. It can follow repeated small doses or one 
blast from atomic energy. Ultra violet light can 
be trained on portions of chromosomes and one 
can watch microscopically the definite changes 
which occur. Further study is being carried on by 
R. E. Zirkle. Cells in growing bone are more 
sensitive than in resting. Reserve cells in mitosis 
are the ones most affected. End cells never be- 
come cancerous, but may end up as giant cells. 

Where is the action on the cell of radiation and 
other carcinogens? This is the “toughie.” Even 
though radiation effects are visible and aromatic 
hydrocarbon carcinogenicity may not be, the latter 
seems to be the best carcinogen, displacing thoro- 
trast. Jacob Furth and John L. Tullis have a 
masterful article in Cancer Research (January, 
1956) on “Carcinogenesis by Radioactive Sub- 
stances,” that all should read. 

The work of the Pullmans on electronic struc- 
ture and carcinogenic activity of aromatic mole- 
cules is very trite. They have devised a method 
for measuring the molecular orbit of these sub- 
stances, and show that there are static and active 
molecules present in these hydrocarbons. In order 
to be carcinogenic they must have an active K 
region, and if there is also an L region it must 
be somewhat inactive. A region is an assembly of 
two carbon atoms placed in such a way that they 
may undergo an additional reaction. A reaction 
center is a single reactive carbon atom particularly 
able to undergo a substitution reaction. Nagata 
and co-workers tried to elaborate on this by a so- 
called “frontier electron method,” but the Pull- 


mans have shown error in their interpretation. 
These hot areas on the cells are measurable and 
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show the degree of carcinogenic activity expected. 
I believe the Pullmans’ work will be productive in 
solving the final link in interference with the cells’ 
oxygen. Men like Pullman, Warburg or Theorell 
should be able to solve this, 

I believe these hot atoms act like radiation in 
their effect on the cell but seem to require less 
time to cause the same end result. Drs. E. J. Am- 
brose, A. M. James and J. H. B. Lowick of Lon- 
don just reported in Nature that cancer cells have 
about twice the electric charge of normal cells. 
Work with bacteria has shown how easy it is to 
produce changes that can be handed on for gen- 
erations. Growing organisms resistant to an anti- 
biotic with sensitive ones in culture has caused 
the latter to become resistant for several genera- 
tions. Likewise, bacteria grown in culture with 
enzymes and glucose have changes that are dif- 
ferent if the glucose is added later. The descend- 
ants perpetuate this for plus or minus twenty 
generations. When the difference in the time of 
adding the glucose is so impressed on the cell, 
how easy it must be for lack of so vital an element 
as oxygen to cause changes in cells that last for 
generations and finally forever. Fibroblasts grown 
in culture in partial anoxia from a nitrogen at- 
mosphere change to sarcoma. This should be a 
fertile field for research. 

The enormous desoxy ribosenucleic acid mole- 
cule is made up of large numbers of purine and 
pyrimidine bases and pentoses linked in long chains 
by phosphates. Our hereditary traits are deter- 
mined by the exact structure of this molecule. Its 
size and complexity allows infinite genetic possi- 
bilities. The cell also contains RNA in the nucleo- 
lus, the mitachondria, and the smaller particles of 
the cytoplasm. The genes are made of DNA. 
Viruses and bacteriophages also are DNA in ani- 
mal and some vegetable species. These are the 
only subcellular substances that can reproduce. 
This is why virus study is so intriguing. The DNA 
controls the cell and most workers think that it 
controls the making of RNA. Some think that 
RNA, like DNA, is self-perpetuating; at any rate, 
it is agreed that the DNA controls cell type and 
functions, while RNA controls enzyme formation. 
The importance of this in cancer is readily seen. 
Anything that injured either the DNA or the 
RNA could interfere with enzymes or with respi- 
ration of the cell causing anoxia. This is what 
causes cancer. Injury to respiration short of per- 
manent is precancer. I believe removing the car- 


457 





CANCER AND ANOXIA—BICKNELL AND BICKNELL 


cinogenic influence will reverse this, but after the 
cell has turned cancerous it cannot be reversed. 
Warburg feels, and so do I, that this is a case of 
survival of the fittest; that is, cells most able to 
turn to fermentation for energy when deprived of 
oxygen survive. Finally, after continual goading 
by anoxia, often produced by carcinogens, we get 
cells able to produce a large share of their energy 
aerobically, i.e., by fermentation. These cells are 
cancer. Warburg has shown that they may pro- 
duce half of their energy this way, while a normal 
cell produces only about one per cent by fermenta- 
tion and 99 per cent by respiration, that is, aero- 
bically. Some of the effects may be due to changes 
in the cell membrane itself. 


The use of hypotonic solutions has caused great 
spreading of the chromosomes so they can be 
counted under the microscope. Cancer cells show 
a very high number of these and fragments of 
shattered ones. This points to changes in the 
DNA. The fact that many carcinogens have been 
proved mutagens also fits. Many are known to 
depolymerize DNA. The fact that ontogeny tends 
to recapitulate phylogeny may account for the 
ability of some of the cells to reactivate fermenta- 
tion processes. Maybe this was indelibly, if faint- 
ly, etched on the DNA as a gift from a remote 
ancestor. The ones who survive in this new form 
show how great an influence self-preservation can 
exert and also that the fittest survive. This new 
cell being forced to get its energy the hard way 
has to give up some of its former activities in or- 
der to survive. The degree of change ranges from 
grade | where there is little, to grade 4 where there 
is such great change that the former identity may 
be lost. The fact that grade 4 cancers of this 
type, when grown in a guinea pig’s eye. may 
change enough to be identified is very significant. 
I believe this is due to the fact that the cancer 
cell still responds to certain stimuli. I think that 
the cell is removed from an influence that has 
been goading it into rapid growth and reproduc- 
tion. When this is missing in the new locale, en- 
ergy that was lacking is now available for use in 
restoring some of its former characteristics. I 
will elaborate on this further in regard to thyroid 
cancer. Research men with this lead may unravel 
this mystery. 


The new micro techniques of dissection may 
aid in finding changes in structure before and 
after this change. Also it should be easy to see 
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what effect traces of carcinogens or hormones or 
both may have on this phenomenon. 
There are several types of cancer: 


1. Mucosal or skin epitheliomas. 

2. Simple sarcomas of any tissue. 
Simple adenocarcinoma of a sweat gland or any 
mucous gland. 
Central nervous system tumors. 
Respiratory tumors. 
Urinary tumors. 
Bone marrow, lymph and _ reticuloendothelial 
tumors. 
(All of the above are simple, being under the 
influence of no known substance but the nervous 
system and any carcinogenic influence present.) 
The endocrine tumors are under the influence of 
the pituitary except it, itself, which is influenced 
by the hypothalamus. 
Sex tissues, less the gonads, are under the influ- 
ence of the gonads and the pituitary and, also at 
times, the adrenals. 


It is obvious that there are many forms of can- 
cer under varying influences. It is hard to see how 
any one test can be devised for cancer per se. 

There are many important factors in cell re- 
sistance to carcinogens, 


Heredity. Some protoplasm must excel geneti- 


cally. 

Environment. Heat, cold, weather, sunlight and 
trauma with its edema are obvious factors. 

Diet. Deficiency, especially of protein or vita- 
mins; excess, especially of fat. 

Blood supply, if impaired. 

Nervous or tension states. May jangle our endo- 
crines. 


Aging—in many ways. 


Many agents exert carcinogenic influences. 
These may be co-carcinogens or real carcinogens; 
they are often associated and additive. Among 
the most important are: 


Radiation—X-rays, radium, radium water, ra- 
dium chloride, thorotrast, ultraviolet, isotopes and 
other atomic energy. 

Metals—arsenic, cobalt, chromium, to list a few. 

H ydrocarbons—in vapor or fumes from chemi- 
cals; combustion gasoline and oils, raw or burned; 
factories; furnaces; cleaning fluids; paint solvent 
and tar roads. 

Foods and chemicals ingested, absorbed from 
surfaces or injected accidentally or deliberately. 

Analine dyes. Even foods may contain them. 
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Water may be polluted by industrial wastes. 
Tobacco, especially cigarette smoking. 
Viruses, possibly. 

Bacterial toxins, possibly. 


Liver disease may accent the titre of some of 
these by failure to detoxify them normally. Tissue 
repair per se has been accused, but the small gut 
and the cornea where this is greatest rarely are 


malignant. Experimentally, most cancers have 
been produced in animals. Cancer of the colon 
has been produced by feeding Y® and 3-3' di- 
hydroxybenzidine. 

The clinical features of cancer described by 
great men of the past are not to be lightly re- 
garded. Osler, Mackenzie and Sydenham were 
very accurate in their observations. 

Nasopharyngeal cancer from radioactive mate- 
rials has been known for years. The effect of heat 
and tobacco in oral and esophageal cases is im- 
portant. The stomach and pancreas are often 
affected by food and drink so seasoned and so hot 
that no animal could be induced to touch it. Lung 
bronchiogenic cancer has been elucidated so well 
by Ochsner that I wonder that any one still 
smokes. His statistics are so dramatic that it 
amazes me that some doctors make light of them. 
The recent showing of epithelial metaplasia of 
bronchial mucosa in smokers at postmortem and 
by biopsy which reverted to normal on discontinu- 
ation of smoking should convince any but those so 
blind they will not see. I believe tobacco may 
have a dual role in lung cancer. The nicotine may 
produce a vasospasm of the vessels supplying the 
bronchial mucosa. This, plus the known carcino- 
gens, may be why it is so deadly. New work 
indicts a neutral fraction of the tars which the 
manufacturers are trying to eliminate. 

The story of the pituitary and the thyroid are 
very illustrative. The pituitary makes trophic hor- 
mones for all the endocrines as well as the soma- 
trophic hormone. This latter is a factor in 
goading cancers to grow and should be checked. 
The thyroid having a good hormone easily used 
in treatment, as well as I'*', is perfect to show 
some aspects of cancer not formerly stated. 

The normal gland and cancer, plus its metasta- 
ses, pick up I'*' if the latter are not too wild. 
When the level of thyroid hormone falls, TSH 
is made by the pituitary. Crile showed recently in 
the Cleveland Clinic Quarterly that lung metasta- 
ses regressed when thyroid extract was fed in 
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large doses, probably due to suppression of the 
TSH. Lung metastases too wild to pick up the 
istotope have regained this ability after total thy- 
roidectomy and have thus destroyed themselves. 
One explanation for this is that when all other 
thyroid was gone, the pituitary kept making more 
TSH and when the titre was high enough stopped 
growing and reproducing. Energy so liberated was 
used to return the cell enough towards its former 
state that it recovered the ability to pick up the 
iodine. Absence of the thyroid hormone eased the 
cancer cells as lack of sex hormone allows regres- 
sion in cancer of the prostate. After total thy- 
roidectomy, thyroid extract should be given, if not 
contraindicated, or the pituitary will get tumorous 
from overwork. 

Breast and prostate cancers that regress with 
the opposite hormones are somewhat similar. In 
this case, I think that either hormone suppresses 
the gonadotropic hormones in either sex. I don’t 
think the pituitary distinguishes between them. I 
believe that this suppression of the pituitary re- 
moves the drive from the gonads and hence no 
sex hormones are formed and this lack is what 
allows them to regress. This is similar, I believe, 
to what happens in the guinea pig’s eye. There 
could, of course, be other factors in the latter 
because it is a transfer to a different species. I 
prefer to think they are the same. Tissue from 
breast or prostate cancer, if analyzed before and 
after this therapy, might show a down-grading of 
these tumors, too. The adrenal takes over some- 
times in these cases and upsets the balance. Adre- 
nalectomy has been done as has hypophysectomy. 
I believe that hormone therapy may make surgery 
unnecessary in some cases. Some of the effects 
from cortisone may be from adrenal suppression, 
predisone or prednisolone should be as efficacious 
and less troublesome. 

The fact that thyroid extract in large doses was 
used empirically for ovarian dysfunction with fair 
success may be due to a cross-over suppression 
from contiguous areas of the gland. I am using 
this along with stilbestrol and Meticorten in an 
eighty-four-year-old man who relapsed after 9 
years’ control on stilbestrol alone. The tumor al- 
most disappeared in the first instance. Using this 
pattern, any endocrine-fed tumor can be treated. 
The pituitary is affected by the emotions through 
the hypothalamus. 

Because of the importance of early diagnosis 
we must alert the public still further. If cancer is 
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found early many can be completely removed and 
cured, 

I find our pure scientists more interested in 
the unknown minutae than in trying to foster use 
of the present material. I believe with Warburg 
that we have all but one or two pieces of the 
jigsaw puzzle. What we learn from now on may 
avail us little in cure. We should use the 
tremendous knowledge we have. Remember qui- 
nine and digitalis saved thousands of lives before 
much was known about them. 

Prophylaxis is of the essence. The public should 
be educated by all available media in the impor- 
tance of good living habits. Diet, rest, and vaca- 
tions should be explained to all, starting with the 
tots. We should set examples, especially the doc- 
tors, by our lives and habits. I think all doctors 
should cease cigarette smoking even if they doubt 
the figures until they are proven one way or 
another. I am convinced now, as are many others. 
Moderation in everything from tobacco and al- 
cohol to caffeine-containing drinks should be re- 
peatedly stressed. All known carcinogenic influe- 
ences should also be made known. Smoke and 
fumes should not be allowed to pollute our air, 
nor should anything else be put in our food and 
drink unless unavoidable. Government regulations 
should be strict because these are killers. 

Chemotherapy has been helpful in a few iso- 
lated cases. We may get occasional results from 
the alkylating agents or the antimetabolites and 
hormones and isotopes in certain types. Dr. S. 
H. Jones of the Lahey Clinic has had some 
startling results with a NH, mustard regime not 
yet published. Because of the short wavelength of 
isotopes they must be localized like I'** to be 
effective. They help bone and body cavity cases 
best. Colloidal isotopes are trapped in the reticulo- 
endothelial cells. 


I am sure our real gain is to be made in pre- 
vention. I feel so sure of this that I think that 
the great age of the biblical patriarchs may have 
been due to living as I have outlined in a world 
less teeming with carcinogens and __ tensions. 


Maybe their periodic fasts purged them of the 


ones that were present. They stressed milk and 
honey. We want the fat of the land and are 
paying for this and other sins. 

Metastatic cancer to the liver from the gastro- 
intestinal tract is rapid and deadly. The rich 
portal blood feeds our livers better than any other 
organ. The cancer gets the same. Knowing the 
liver’s great need for food, I started a patient on 
a diet deficient in protein hoping to reduce the 
body pool of building blocks for protein synthesis. 
If the cancer fails to get enough, it may fail to 
grow and stop reproducing. I hope that the high 
priority of the liver may let it out-compete the 
cancer for this scarce material. If the cancer 
stops growing, the liver may treat it as any other 
foreign substance and wrap it in fibroblasts till 
it is smothered in scar. This may also limit the 
intake of carcinogens. Also the endocrines may 
be suppressed. In addition, I suggest suppression 
of the endocrines empirically. The risk of stress 
in adrenal suppression must be understood and 
appropriate measures used when indicated. 


Summary 


A review of cancer has been attempted. 

Anoxia as the cause has been stressed again. 

The need to educate the public in all its aspects 
is urged. 

Stricter regulation of all carcinogenic materials 
must be insisted upon. 

More harm than good may come from radiation 
and hormone therapy if we are not vigilant. All 
anticarcinogenic agents are carcinogenic them- 
selves, and may precipitate more cancer than they 
cure. We may be sowing the wind to reap a 
later hurricane. Every physician should realize 
the great latency as exemplified by bronchiogenic 
cancer from smoking. Hormones may give us a 
flood of gonadal cancer later if used promiscuously. 
There is evidence of this in increased fundal 
cancer of the uterus. 
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Screening for Carcinoma of the Cervix 


The Use of the Cytological 
Smear in Office Practice 


By Norman D. Henderson, M.D., Lansing, Michigan; 
Robert Bucklin, M.D., and V. K. Volk, M.D., Saginaw, Michigan 


ANCER produced 16.6 per cent of all reported 

deaths in Michigan in 1954' Malignant 
neoplasms are the second most common cause 
of death in both sexes at all ages from one to 
sixty-four. After age sixty-five, deaths due 
cancer are the third ranking cause of death in 
Michigan. 


to 


TABLE lI. 


Gastrointestinal tract... 24.5 per cent 
RES PE A 19.3 per cent 
Uterus 13.3 per cent 
Leukemia 4.2 per cent 
Respiratory tract 3.1 per cent 
Skin We 1.0 per cent 
Buccal cavity and pharynx... 0.7 per cent 


All other sites... 33.9 per cent 


DEATHS DUE TO CANCER OF THE UTERUS 


IN MICHIGAN AND SAGINAW COUNTY SINCE 1940 


Michigan 


Rate Other 
T otal Per Cervix* Parts of 
100,000 Uterus 
1940 660 
1941 657 
1942 643 
1943 675 
1944 705 
1945 704 
1946 710 
1947 695 
1948 685 
1949 653 
1950 594 9.3 316 278 
1951 678 10.4 373 305 
1952 631 9.4 334 297 
1953 644 9.4 351 293 
1954 621 8.9 358 263 


Saginaw County 


Rate Other 
Total Per Cervix* Parts of 
100,000 Uterus 
11 
18 
15 
12 
16 
16 
21 
25 
14 
20 
9 >.9 3 6 
15 9.6 9 6 
18 11.3 8 10 
18 11.2 13 5 
15 +* 11 4 


*Deaths due to cancer of the cervix and other sepa ified parts of the uterus not available prior to 19/0 


**Saginaw County population figures not availa 


Prior to 1947, malignancies of the uterus were 
of death from cancer in 
the 


female 


the most common cause 
Michigan women, followed by 
intestines, stomach and duodenum, 
genital organs other than the uterus, 
respiratory tract and skin. There 
several changes in the frequency of cause of death 
since 1947, due in part to the regrouping and 
Malignancies 


cancer of 
breast, 
rectum, 


have been 


reclassification of causes of death. 
as a cause of death of Michigan women were 
reported in the following order in 1954: 


This study was supported with cancer funds allotted 
to the Michigan Department of Health by the Depart- 
ment of Health, Education and Welfare, United States 
Public Health Service. 

Dr. Henderson is from the Michigan Department of 
Health; Dr. Bucklin is Director of Laboratories, Saginaw 
General Hospital; Dr. Volk is Director, Saginaw County 
Health Department. 
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[Table I is a of the deaths due to 


cancer of the uterus as reported in Michigan and 


summary 


Saginaw County since 1940, 

of the cervix the 
has been greatly 
assisted by the inclusion of exfoliative cytology in 
the the pelvis. The 
method of collecting and fixing 
itself well in the prac- 


Detection of carcinoma in 


early or pre-invasive stage 


examination of female 
simplicity of the 
the smear lends to use 
titioner’s office. 


A 
Saginaw County 


co-operative study was undertaken by the 
Medical Society, the Michigan 
Department of Health*, and the Saginaw County 
Health Department. Publicity directed at the 
lay public was not attempted. The study was 


organized with three. main objectives in mind. 


Division of Tuberculosis and Adult Health. 
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First, this survey was designed to gain informa- 
tion as to whether a screening technique of this 
nature could be included as a part of the cancer 
control program of the Michigan Department of 


bered daily. They were then submitted in rota- 
tion to three Saginaw pathologists in groups of 
Two of the pathologists elected 
to stain the fixed smears with hematoxylin and 


twelve cases. 


TABLE II. AGE, RACE AND ETHNIC GROUP DISTRIBUTION AND MARITAL 
STATUS PER 1000 PATIENTS EXAMINED IN THE SAGINAW 
COUNTY CERVICAL CANCER SURVEY 





Age 
Groups 


15-19 


NWR K eOIWWwaa 


> Ol ee he me DO Ge tO 


a 
36 | 863 | 28 | 





21 | 1 


“S—Single © M—Married | W—Widowed 
Health. Second, it was felt that a survey of this 
type would serve as a supplement to the program 
of physician education in cancer detection. Third, 
it was considered desirable to determine 
successful a routine screening procedure was 
when carried out in several physicians’ offices. 
The project was first discussed with the members 
of the Saginaw County Medical Society and its 
Committee on Cancer Research. Participating 
physicians were encouraged to make a smear from 


how 


the cervix of female patients routinely seen in the 
office during the course of the survey. 

This report deals with an attempt to conduct 
a survey of women for carcinoma of the cervix by 
using the cytological smear technique on a routine 
basis in the physician’s office. 


Methods and Materials 


Prior to the start of the survey in February, 
1955, kits were delivered to the office of each 
participating physician in Saginaw County. Each 
kit contained a six-ounce bottle of ether alcohol 
fixative, several glass slides, mailing containers, 
labels and sets of instructions for taking, fixing, 
and mailing the smears. A data form for in- 
formation about each patient was required to be 
completed by the physician and returned with 
the Single specimens taken with 
a wooden spatula produced satisfactory specimens 
in the great majority of cases. 

The smears were mailed to the local health 
department where they were recorded and num- 


fixed smear. 
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OC OOD ee | 


Negro 
mMf|wtfi oD 


Mexican 


: D— Divorced 


eosin, while the other used the staining technique 
Each smear was examined by 
only one pathologist. 


of Papanicoloau. 


Each pathologist surveyed the stained smears 
without the use of preliminary screening per- 
sonnel. Reports were made as follows: 


“No tumor cells found” 
“Atypical cells found” 
“Cancer cells found” 

The criteria of atypia and neoplasia accepted 
by cytologists in general were used. A discussion 
of these criteria is not within the scope of this 
paper. 


Results 


Thirty-five physicians in Saginaw County elected 
to participate in this study. Specimens were sub- 
mitted as follows: 


20 general practitioners 
9 gynecologists 
3 internists 
Cancer Detection Center 


specimens 
specimens 
specimens 
specimens 


specimens 
A total of 1,000 specimens was examined 
(Table II). Smears containing atypical cells 
were reported in fifty instances (Table III). No 
definite diagnoses of cancer were made from the 
smears, although in one instance, very highly 
suspicious cells were noted. The remaining 950 
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TABLE III. FINDINGS IN THE SAGINAW COUNTY 


CERVICAL CANCER SURVEY 
Pebrusty—July, 1955 








Findings 





1. Patients examined 
2. Patients found to have atypical cells by smear 
3. Biopsies recommended 
4. Patients on whom biopsy was performed 
a. Cervical cancers found by biopsy 
1. Previously unknown case 
2. Previously known case 
> uamous metaplasia found 
Chronic cervicitis found 30 
5. Patients found to have atypical smears but not ene | 
S Patient did not return 
i sician decided against biopsy 
hysician saw no abnor ity 
2. pt pme = diagnosis of cancer 
of cervi 
c. Patient e biopsy 


smears were reported as “No tumor cells found.” 


In each of the fifty instances where atypical 
cells were found, the physician who submitted the 
specimen was contacted and requested to obtain 
a biopsy of the suspected cervix. Table III shows 
the disposition of these fifty cases. The one 
proven case of carcinoma of the cervix may be 
summarized as follows: 

Case 1. Smear No. 688—Sixty-one-year-old white 
woman, four pregnancies. No history of menstrual ir- 
regularities, cervical lesions or hormone therapy. Dis- 
covered during a routine physical examination. 


Diagnosis: Squamous cell cervical carcinoma. 


Smears from four previously known and treated 
cases of carcinoma of the cervix were submitted by 
physicians without the 
of the diagnosis. In each case atypical cells were 
found. These four patients are not included as 
having been discovered as a result of this survey. 
In three of these cases, the attending physician 
decided that a biopsy was not indicated (Table 
III). 


pathologists being aware 


Discussion 


The age and marital status of the surveyed 
group are given in Tables IV and V. Thirty-seven 
atypical smears (74 per cent) were found in the 
age group thirty-five to seventy-four, thirteen 
atypical smears (26 per cent) were found in the 
group less than thirty-five, while two atypical 
smears (4 per cent) were taken from women under 
twenty-five. However, 4.2 per cent of the women 
twenty-five to thirty-four, 5 per cent of the women 
thirty-five to forty-four, and 4.3 per cent of the 
women forty-five to fifty-four had atypical smears. 


Married women, making up 90 per cent of the 
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TABLE IV. NUMBER OF ABNORMAL CASES FOUND 
PER 1000 PATIENTS EXAMINED IN THE 
SAGINAW COUNTY CERVICAL CANCER 
SURVEY BY AGE 


ane | | Per Cent of | Per Cent of 

Atypical Movies Smears by 
pee" Smears by | Age Group and in 
| Age Group | Relation to Total 


Abnormal | Findings 


Number 
of Smears 


Received Bf ix Smears 


| 
| 


61 
258 
296 
253 
100 

32 


| -Owonwn 


1,000 


| 


TABLE V. NUMBER OF ABNORMAL CASES FOUND 
PER 1000 PATIENTS EXAMINED IN THE 
SAGINAW COUNTY CERVICAL CANCER 
SURVEY BY MARITAL STATUS 


| | 
Total | Number /|Per Cent of} Per Cent of 
Marital Number | of | Atypical | Atypical Smears by 
Status of Atypical | Smears by | Marital Status and in 
Smears Smears Marital | Relation to To 
Received | Status | Abnormal Findings 


Single 38 7.0 6 
Married 906 | y 4.6 4 
Widowed 2 | é 10.0 6 
Divorced 26 : 7.6 4 


Total | 1,000 | | 100 


total, contributed 84 per cent of the atypical 
smears. Only 4.6 per cent of the married women 
had reportable smears, while 10 per cent of the 
widowed group had detectable atypical cells. 
Wynder? observed that abnormal cytological 
smears correlate better with the duration of sexual 
activity than with the number of pregnancies. 
Table II shows that the widows studied were all 
over age thirty-five. Table VI shows the relation- 
ship of atypical smears to the number of preg- 
nancies is the surveyed group. 

Table VII is a classification of the studied 
cases by racial or ethnic origin. White women, 
making up 94.8 per cent of the cases, had .90 
per cent of the atypical smears while the negro 
and Mexican women (5.2 per cent of the cases) 
had 10 per cent of the reportable smears. Of 
cent had atypical 
smears, while thirty-nine negro women had 10.2 


948 white women, 4.7 per 
per cent. Mexican women had 7.7 per cent 
Wynder® reports a high rate of 
cervical cancer (not abnormal cervical smears as 


atypical smears. 


reported here) in U. S. negroes, and implies an 
association between the age at first coitus, cir- 
cumcision and penile hygiene and the rate of 
cervical cancer in U. S. negroes. 


463 





CARCINOMA OF THE CERVIX—-HENDERSON ET AL 


TABLE VI. 
NUMBER OF SMEARS SUBMITTED IN RELATIONSHIP 
TO THE NUMBER OF PREGNANCIES IN THE 
SAGINAW COUNTY CERVICAL 
CANCER SURVEY 
February—July, 1955 





Number of 


| 
Number of Number of | 
Pregnancies* Smears } 


ScwmrnScHMseneeS 


50 
"*There are on the average two and one-half pregnancies reported from 
married women in Michigan('). 

Of the fifty women found to have abnormal 
smears, Only seven had menstrual irregularities. 
No information concerning menstrual abnormali- 
ties was submitted on one patient, while forty-two 
had normal menstrual cycles reported. 

Lesions of the cervix were observed in eighteen 
patients while thirty women had no visualized 
lesions of the cervix. This information was in- 
complete on one woman. Only two of the fifty 
women with abnormal smears had received hor- 
mone therapy. Information was incomplete on 
two cases, 


Summary 


The results of a survey for carcinoma of the 
cervix, using the cytological smear technique, as 
done in private physicians’ offices in Saginaw 
County, Michigan, are reported. One new case 
of cancer of the cervix was found as a result of 
this survey. Four cases of carcinoma of the 
cervix, each previously known to the physician 
submitting the specimen, were detected by this 
screening procedure. Some of the relationships 


between age, race, ethnic groups, marital status, 


TABLE VII. NUMBER OF ABNORMAL CASES FOUND 
PER 1000 PATIENTS EXAMINED IN THE 
SAGINAW COUNTY CERVICAL CANCER 
SURVEY BY RACE OR 
ETHNIC GROUP 








Per Cent of 
Race tr Atypical 
or | 


Per Cent of 
Atypical Smears by 
Smears by | Race or Ethnic Group 
and in Relation 


o! 

Ethnic | Atypical Race or 
Group iv Smears Ethnic to To 

Group Abnormal Findings 





White | 45 4.7 90.0 
Negro 4 10.2 8.0 
Mexican { | 1 7.2 2.0 


ae 400.0 














number of pregnancies and the atypical smear 
are discussed. 

It is our opinion that cytologic smear tech- 
nique has a definite place in the practitioner’s 
office and that the use of such facilities should 
be expanded. The ready availability of slides and 
fixative solution in the physician’s office and the 
accessibility of a cytologist would serve to en- 
courage such a practice. 

The cytological method serves the valuable role 
of pointing suspicion to malignancy, encouraging 
close surveillance of the gynecologic patient with 
atypical epithelium, and providing an indication 
for repeated tissue evaluation.® 
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MASS CASUALTY CONFERENCE 


Monday and Tuesday, May 6-7, 1957, have been 
established for a two-day Mass Casualty Conference at 
Ann Arbor. The first day is to be devoted to activities 
on a national level, the second day to regional and 
local level planning. 

There are now thirty-five medical schools affiliated 
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with the programs supported through the Department 
of Defense with a goal to increase the teaching of 
trauma in medical schools as related to national defense 
and, where possible, items are being added to the 
curriculum regarding trauma as related to national 
disaster. 
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Cobalt6° Teletherapy in the Palliation of 
Advanced Gastrointestinal Carcinoma 


| Th alti patients with advanced gastro- 

intestinal carcinoma have been treated by 
means of Cobalt® Teletherapy during the eighteen 
months that the unit has been in use at Detroit 
Memorial Hospital. 

It has long been the opinion of radiotherapists 
that although adenocarcinomas of the gastro- 
intestinal tract may present variable degrees of 
radiosensitivity, they are, in general, not radio- 
curable. However, the place of radiation in the 
palliation of advanced disease of this nature is 
well established. Unfortunately, irradiating the 
abdomen with the usual x-ray apparatus (200 to 
250 kilovolts) often causes symptoms of a more 
severe nature than those for which the treatments 
are given. 

The Cobalt®® Teletherapy Unit provided a 
source of high energy radiation similar to a con- 
ventional x-ray machine operating at about 3 
million volts. It was hoped that, using this unit, 
a sufficient depth dose could be delivered to pro- 
duce considerable palliation without causing the 
patient undue distress due to the treatments. Two 
factors pointed favorably to this possibility: (1) 
The skin reactions with Cobalt®® radiation are 
much less than with conventional x-rays. The 
maximum dose rate is found not at the skin, but 
at a level 4 mm. below the skin. The skin dose 
rate is even lower than the dose rate in tissues 
at a depth of 10 cm. (2) Since there is less 
lateral scatter of the primary Cobalt®® beam, it 
is possible to deliver a given tumor dose with 
less irradiation of adjacent tissues. This permits 
a smaller volume (integral) dose than with radia- 
tion of lower energy Radiation sickness is, to 
some extent, a function of volume dose. 

Our earliest experience in the treatment of ad- 
vanced gastrointestinal cancer encouraged the 
acceptance of additional cases of a nature often 


From the Department of Radiology, Wayne Univer- 
sity College of Medicine and Detroit Memorial Hospital. 

Dr, Williams is a Clinical Fellow, American Cancer 
Society. Pop 
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By J. E. Lofstrom, M.D., S. L. Balofsky, M.D., 
and C. R. Williams, M.D. 


Detroit, Michigan 


rejected for treatment with conventional radiation. 
The first patient treated with the Detroit Memor- 
ial Hospital Cobalt® Unit was a man with an 
inoperable, anaplastic carcinoma of the head of 





AVERAGE NUMBER 
LOCATION le DOSE 


RADIATION 
PALLIATED REACTIONS 





Large Bowel 5000r/5S wks. 20 a 
Stomach 5000r /6 wks 
Pancreas 5000r/6 wks. 


Biliary 5000r/6 wks 





Total 


























_ Fig. 1. The entire group considered as to primary 
site of disease, usual depth dose delivered, total number 
palliated, and total number of radiation reactions. 


the pancreas. He was accepted for treatment 
with considerable hesitation and doubt. However, 
following treatment, he improved subjectively as 
well as objectively, and had six months of asymp- 
tomatic, apparently normal life. Similar early 
experiences with carcinoma of the large intestine 
led us to be rather hesitant in rejecting patients 
because of massive disease. 

The forty-five patients now being considered 
almost uniformly had massive local disease with 
or without regional and/or distant mestases. 
Many had lesions which were inoperable when 
first diagnosed. An even larger group had dis- 
ease representing postoperative recurrence. Figure 
1 demonstrates the distribution of cases as to 
location of the primary disease. It also indicates 
the usual dose rate used in the treatment of the 
various types. A fairly uniform dose schedule was 
used; in most instances a depth dose of 5000 
gamma roentgens was delivered in a period of five 
to six weeks. Alterations were made in this sched- 
ule if necessary. These were determined by the 
patients’ reactions to radiation and, occasionally, 
by the response noted in tumor mass. Thirty 
patients were, in our opinion, palliated to a great- 
er or lesser extent. Sixteen patients experienced 
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radiation reactions of some degree. No correla- 
tion was observed between palliation and radia- 
tion reactions. Figure 2 indicates the degree of 
palliation achieved in the different groups of pa- 
tients and in the group as a whole. The group of 


DEGREE OF PALLIATION 
[_] sone 
1 leet 
& MODERATE 


PERCENTAGE 


‘2 Ae ew 2 eG 


% | 
sollll 
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eB 











STOMACH PANCREAS BILIARY 


Fig. 2. The degree of palliation achieved in each 
group and in the group as a whole. 


bowel cases is the only one large enough to be of 
any real significance considered percentagewise. 
It is seen that a total of 50 per cent of these pa- 
tients received no or minimal palliation. In all, 
38 per cent were palliated to a degree classified as 
moderate or good. The remaining 12 per cent 
were placed in an indeterminate group because of 
our inability to say that we had brought about 
any degree of palliation. This was due to the 
fact that these patients had no definite symptoms 
at the onset of therapy. They did, however, do 
better for longer periods of time following treat- 
ment than would be expected considering the 
extent of their disease. For that reason we have 
placed them in an indeterminate group—neither 
classifying them as palliated nor unpalliated. The 
symptom most commonly encountered in this and 
the other groups was pain. Figure 3 shows that 
77 per cent of the bowel cases had pain as a 
presenting complaint. 75 per cent of these pa- 
tients received some, frequently minimal, relief 
of pain following Cobalt® Teletherapy. Other 
complaints frequently encountered were weakness, 
anorexia, discharge, diarrhea, and general malaise. 


Again examining Figure 2, it is noted that a 
total of 88 per cent of patients with carcinoma of 
the stomach received no or minimal relief follow- 
ing irradiation. However, even though no defi- 
nite symptomatic relief was obtained, we feel that 
in this group obstruction was prevented in two 
cases and bleeding halted in one case. One patient 
has been classified as getting moderate palliation. 
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Marked improvement in sense of well-being oc- 
curred, and the patient survived six months, or 
twice as long as the average for the group, in spite 
of disease of the same type and extent as was pres- 
ent in most of these patients. 





LARGE BOWEL CARCINOMA - 26 Cases 





Pain as a presenting symptom: 


20 cases - 17% 





Relief of pain following co°?; 


15 cases = 75% 











Fig. 3. Per cent of patients palliated when pain was a 
primary complaint. 
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Fig. 4. Average survival time following irradiation. 


We have treated only six patients with carci- 
noma of the pancreas and four with carcinoma of 
biliary tract origin. The value of roentgen ther- 
apy for advanced carcinoma of the pancreas was 
first demonstrated by Richards in 1922. Little 
has been written on the subject in recent years. 
We have had success in two of our six patients. 
One was our first patient as previously de- 
scribed, and the other our most recent case—a 
patient with very extensive local disease who 
completed therapy four months ago and con- 
tinues to feel well and gain weight. 


Improvement following irradiation was noted in 
three of the four patients with carcinoma of the 
biliary tract. However, two of these were palliated 
only minimally. The average duration of life in 
these two groups (Fig. 4) was five months fol- 
lowing therapy. For patients with cancer of the 
bowel it was 5.5 months, stomach 3.1 months, and 
the average for the entire group was 4.6 months. 
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As was expected, the natural course of the disease 
was not altered and patients well palliated did 
not necessarily live longer than those getting no 
relief at all. 

Sixty-two per cent of the entire group were 
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Fig. 5. The degree of radiation reactions occurring 
in each group and in the group as a whole. No severe 
reactions occurred. 


palliated not at all or only minimally. Consid- 
ering this, and the fact that average life duration 
following treatment was only 4.6 months, it be- 
comes necessary to investigate the frequency and 
severity of radiation reactions. It would indeed be 
a sorry state if we were causing more distress 
with the therapy than we were relieving. An ex- 
amination of Figure 5 reveals that radiation re- 
actions were remarkable only in their absence, 
91 per cent of patients experiencing no or minimal 
symptoms due to therapy. In no case was it nec- 
essary to discontinue treatments because of intol- 
erance to irradiation. Only 9 per cent had reac- 
tions of moderate severity. These were usually 
well controlled by medication. In a few cases it 
was necessary to decrease the daily rate, tempo- 
rarily, while reactions were brought under control. 

Considering the entire group, it would be diffi- 
cult to say, with assurance, that more than 29 per 
cent of these patients derived any definite benefit 
from irradiation. This figure excludes all cases 
classified as minimal palliation as well as those 
called indeterminate. It is our feeling, however, 
that many of these patients were not only signifi- 
cantly benefited but that complications were fre- 
quently prevented. Evaluation of minimal degrees 
of palliation was most difficult because of the lack 
of an adequate control group, and also, because 
of the marked psychological reaction some patients 
have to cobalt therapy. A more prolonged study 
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of a larger group of patients is needed for final 
evaluation of Cobalt*® radiation as a means of 
palliation of advanced gastrointestinal carcinoma. 


Case Reports 
The following two case histories are presented 
as representative of the type of problems en- 
countered. 


A. W., a fifty-three-year-old white man was first 
seen at another hospital on June 15, 1954, with a chief 
complaint of abdominal pain and a history of dull pain 
in the right upper quadrant for four years. There had 
been a loss in weight of fifty-five pounds during the 
past two years. On June 16, 1954 a complete gastro- 
intestinal series, cholecystogram and chest x-rays re- 
vealed normal findings. A second admission on June 
29, 1954, resulted in cholecystectomy with a final diag- 
nosis of cholecystitis and highly undifferentiated car- 
cinome of the pancreas which was deemed inoperable. 
The patient was sent to us for cobalt teletherapy. Fol- 
low:ng discharge from the hospital the patient continued 
to run a slight afternoon fever and complained of weak- 
ness. He again lost approximately ten to fifteen pounds 
in a three-week interval. An upper gastrointestinal se- 
ries on July 20, 1954, revealed the entire descending 
limb of the duodenum to be markedly irregular in 
contour with complete destruction of mucosal pattern. 

Cobalt therapy was started on July 21, 1954, and 
was directed through two anterior and two posterior 
12 x 15 cm. fields angled medially to crossfire the 
pancreatic area. A tumor dose of 4400r was delivered 
in six weeks. The final treatment was given on August 
31, 1954, and an upper gastro-intestinal series on 
September 28, 1954, revealed very marked improve- 
ment in the appearance of the pancreatic area and 
duodenum with decrease in size of mass and decrease 
in duodenal infiltration. At a point midway in the 
course of therapy, the patient became asymptomatic, 
developed a sense of general well-being and began to 
gain weight. He played nine holes of golf on his final 
treatment day. A chest roentgenogram taken Decem- 
ber 8, 1954, revealed metastatic carcinoma involving 
the left lung. Pulmonary metastases advanced rapidly 
and the patient died on February 23, 1955. He was 
asymptomatic as far as his abdomen was concerned. 


C. S., a thirty-eight-year-old white man was first 
seen April 16, 1954. He had a history of bloody stools 
for one week. Sigmoidoscopic examination revealed an 
adenocarcinoma 15 cm. from anus. Abdominal perineal 
resection of the rectosigmoid was done on April 22, 1954, 
for adenocarcinoma of the rectum extending into serosa 
with lymph node metastases. The postoperative course 
was uneventful, except the patient complained of peri- 
neal wound pain. A small mass appeared in this area 
and was deeply excised on July 15, 1954, and showed 
recurrent adenocarcinoma of rectum in the perineal 
wound. It was felt that this was incompletely removed 


(Continued on Page 473) 





Results of Surgical Management of 
Carcinoma of the Thyroid 


OW EXTENSIVE should surgery be for 

thyroid controversial 
question is especially applicable for the most com- 
mon pathologic variety of thyroid carcinoma— 
papillary adenocarcinoma, and the answer to this 
question will come only from periodic, critical 
evaluation of the results of treatment. 

The objective of this study was to evaluate the 
efficacy of the various surgical procedures done 
at Henry Ford Hospital from 1924 through 1951, 
and the data were correlated with the pathologic 
type of lesion. An attempt was then made to 
utilize this experience in arriving at a more ef- 
fective and standardized plan of surgical treat- 
ment. 


carcinoma? This 


Material 

Thirty-seven patients with malignancy of the 
thyroid were followed a minimum of three years 
or until death. The distribution of cases with re- 
gard to the pathology is shown in Table I. 

Seventeen of these patients were followed from 
five to twenty-seven years, seven from three to 
five years and thirteen from operation to death, a 
period which ranged from the immediate post- 
operative period to twenty-one years. 

The grouping of malignant thyroid lesions fol- 
lowed in this report is based on the pathologic 
classification used by Warren and Meissner.’ In 
those instances where there were both papillary 
and follicular elements, the predominating cellu- 
lar arrangement determined the classification of 
the neoplasm. 


Group I. Papillary Adenocarcinoma.—Of the 
nineteen patients with papillary adenocarcinoma 
of the thyroid there were seven recurrences fol- 
lowing the original surgery. Four of the patients 
with recurrence expired of the disease (Table IT). 

In this group the primary surgery consisted of 


. From the Departments of Surgery and Pathology, 
Henry Ford Hospital, Detroit, Michigan. Dr. Sawyer 
is at present in the Department of Surgery, Middletown 
Hospital, Middletown, Ohio. Dr. Bowman is at present 
in the Department of Pathology, St.. Mary’s Hospital, 
Grand Rapids, Michigan. 
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eight subtotal lobectomies in which there were 
two recurrences; five total lobectomies with one 
recurrence. The nodule only was excised in five, 
with four recurrences. The fifth was deemed in- 
operable after biopsy. There were seven radical 


TABLE I. DISTRIBUTION OF VARIETIES OF THYROID 
MALIGNANCY IN THIS STUDY 








Type of Malignancy 





. Poptieny adenocarcinoma 
w grade 
Papillary 
. Follicular adenocarcinoma 
Low grade 
Follicular 
. Undifferentiated carcinoma 
(all small cell) 
’. Miscellaneous 
Small cell carcinoma 
Malignant Hurthle cell with metastases 
Reticulum cell carcinoma 





Total number of patients 


TABLE II. 








Operation 
Subtotal 
Total 
Nodule only 
Biopsy only 
Total 


Radical Neck Dissection Papillary Adenocarcinoma 


Further Recurrence 
Initial | K 0 
After recurrence 3° 





Total ; er ; ‘ =} 1 


*Distant metastases present at the time of neck dissection. 
neck dissections in conjunction with either total or 
subtotal lobectomy. Three were at the time of 
the lobectomy with no recurrences; four were done 
after recurrence with one re-recurrence. The re- 
recurrence was not local and distant metastases 
were present at the time of the neck dissection. 
Thus, of the seven radical neck dissections done 
either at the time of original surgery or after 
recurrence, all are living without recurrence ex- 
cept the one patient who had a metastasis at the 
time of operation. 
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TABLE III. FOLLICULAR ADENOCARCINOMA 











Operation Recurrences 





Subtotal 
Total 
Nodule only 
Total 








Radical Neck Dissection 








Initial* 
After recurrence 





Total 


*Both had a nodule excised within the previous month. 


Group II. Follicular Adenocarcinoma.—None 
of the ten patients with follicular adenocarcinoma 
had apparent extensive lesions when first seen. 
Four of these ten, however, developed recurrences 
following the original surgery for their neoplasm. 
One of the four patients experiencing recurrence 
died of his disease and another has an inoperable 
re-recurrence (Table III). Initial surgery con- 
sisted of four subtotal lobectomies, with two re- 
currences; four total lobectomies, with one recur- 
rence; and two with excision of the nodule only, 
with one recurrence. Both of the latter were fol- 
lowed within one month with a limited and a 
radical neck dissection respectively and cannot be 
considered as simple nodule excision for recur- 
rence figures. Of the two neck dissections done 
after nodule-only excision, one was a limited dis- 
section followed in two years by a radical dissec- 
tion for recurrence. The other was a bilateral 
radical dissection. Both are living without evi- 
dence of recurrence. 


Group III. Undifferentiated Carctnoma.— 
Three of five patients in this group expired with- 
in five years after surgery. Only one had definitive 
surgery and this consisted only of subtotal lobec- 
tomy. The two others had subtotal lobectomy 
without recurrence. 


Discussion 
It is evident from this series that in certain 
instances of thyroid carcinoma, especially the pap- 
illary variety, limited removal of the neoplasm is 


occasionally curative. However, such a plan of 
therapy is followed by a significant number of 
recurrences. In the group of papillary adenocarci- 
nomas in this series, recurrences occured in eight 
of nineteen patients, or 42 per cent. Further- 
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more, five, or 26 per cent, of this group died from 
the disease. In the group of ten with follicular 
carcinomas, four, or 40 per cent, developed recur- 
rences and one patient succumbed from the neo- 
plasm. 

That papillary adenocarcinomas of the thyroid 
grow and metastasize slowly is well recognized. 
Thus, it is possible for limited excision to effect 
a cure. These features of papillary adenocar- 
cinoma of the thyroid have resulted in divergent 
opinions as to how radical surgery should be for 
this lesion. Crile? had advocated conservative 
surgical procedures for this malignancy. Others 
have advised that radical neck dissections be 
carried out concomitant with total lobectomy for 
the primary thyroid lesion whether or not regional 
node metastases are clinically evident.** Several 
investigators have emphasized that five and ten- 
year follow-up evaluations are inadequate, since 
fatal recurrences of thyroid carcinoma may occur 
many years following the original surgery.’ 
Also, some papillary adenocarcinomas of the thy- 
roid enlarge rapidly and metastasize widely to 
regional nodes over a short period of time.’® 
It appears to us that a procedure consisting of 
unilateral total lobectomy with excision of the 
thyroid isthmus and ipsilateral radical neck dis- 
section will be, in general, the operative pro- 
cedure of choice for papillary and follicular 
adenocarcinoma of the thyroid. Total thyroid- 
ectomy is indicated where there are multiple foci 
of malignancy in the gland. 

It is not possible to predict which lesions will 
The risk of more 
radical surgery is low. The malignancy has al- 


respond to limited surgery. 


ready spread to involve regional cervical lymph 
nodes in approximately 50 per cent of the patients 
with papillary adenocarcinoma even though the 
metastases are not clinically evident.’ A significant 
number of patients with papillary and follicular 
adenocarcinoma of the thyroid will die of the 
disease. Most of the patients with these types 
of thyroid malignancy are young and have a long 
life expectancy. Thus, more radical surgery ap- 
pears reasonable and justified. The more radical 
surgery for this disease need not be more muti- 
lating than repeated, limited procedures. 

In undifferentiated carcinoma of the thyroid, 
radical procedures, if possible, are indicated. 
However, the lesion is frequently so extensive that 
definitive surgery is impossible. 


There is no evidence available from this study 
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pertaining to the desirability or efficacy of media- 
stinal dissection for thyroid carcinoma, The data 
regarding postoperative radiation therapy is also 
inconclusive, but our data do not indicate that 
radiation has been curative in itself. Approxi- 
mately an equal number of recurrences occurred 
in those patients who received, and those who 
did not receive, radiation therapy. 


Summary and Conclusions 


1. A follow-up study has been carried out on 
the thirty-seven patients with carcinoma of the 
thyroid treated surgically between 1924 and 1951. 
All patients were followed a minimum of three 
years or to death. 

2. Most of the malignant lesions of the thyroid 
are of the papillary or follocular variety or a 
Although these lesions 
frequently enlarge and metastasize slowly, they 


mixture of these two. 


will cause death in a significant number of 
patients. 

3. Evidence from this study supports the view 
that, even though limited excision of thyroid 
carcinoma can be curative, recurrences which can 
be fatal occur with sufficient frequency to warrant 
total thyroid lobectomy with excision of the 


isthmus and ipsilateral radical neck dissection as 
the procedure of choice in treating papillary and 
follicular varieties of thyroid carcinoma. 


References 


Warren, E., and Meissner, W. A.: Tumors of the 
thyroid gland. Atlas of Tumor Pathology, Fasc. 
14. Armed Forces Institute of Pathology, Washing- 
ton, D. C., 1953. 

Crile, G., Jr.; Suhrer, J. G., Jr.; and Hazard, 
J. B.: Results of conservative operations for ma- 
lignant tumors of the thyroid. J. Clin. Endocrinol., 
15: 1422-1431, 1955. 

Martin, H.: The surgery of thyroid tumors. Can- 
cer, 7:1063-1099, 1954. 

Frazell, E. L., and Foote, F. W., Jr.: Papillary 
thyroid carcinoma: Pathological findings in cases 
with and without clinical evidence of cervical node 
involvement. Cancer, 8:1104-1166, 1955. 

Cattell, R. B., and Colcock, B. P.: The present- 
day problem of cancer of the thyroid. J. Clin. 
Endocrinol., 13:1408-1415, 1953. 

Majarakis, J. D.; Slaughter, D. P.; and Cole, 
W. H.: Carcinoma of the thyroid gland. J. Clin. 
Endocrinol., 13:1530-1541, 1953. 

Ward, R.: Malignant goiter; lessons to be learned 
from twenty-year follow-up. West. J. Surg., 55: 
383-388, 1947. 

Horn, R. C., Jr., and Dull, J. A.: Carcinoma of 
the thyroid: a re-evaluation. Ann. Surg., 139:35- 
43, 1954. 

Sloan, L. W.: Of the origin, characteristics, and 
behavior of thyroid cancer. J. Clin. Endocrinol., 
14: 1309-1335, 1954. 

Frazell, E. L., and Duffy, B. J., Jr.: Invasive pap- 
illary cancer of the thyroid. J. Clin. Endocrinol., 
14: 1362-1366, 1954. 





CANCER REGISTRIES 
(Continued from Page 450) 


mittee are the American Cancer Society—South- 
eastern Division, the American Cancer Society— 
Michigan Division, Michigan Department of 
Health, Michigan Health Officers Association, 
Michigan State Dental Society, Michigan State 
Medical Society. 

The Michigan Tumor Registry has operated for 
six years as a voluntary effort sponsored by the 
Michigan Pathological Society and other organ- 
izations interested in cancer control. It has been 
felt that it should extend its operations and start 
a central registry for cancer cases in the three 
counties served by the Southeastern Michigan 
Division of the American Cancer Society. The 





Michigan Pathological Society has been requested 
to seek the endorsement of the State Medical So- 
ciety for this operation. The Board of Trustees of 
the Southeastern Michigan Division has approved 


of this action and is willing to support it. 


Since most hospitals are now conducting regis- 
tries within their institution, the first and most 
important step in the success of a central registry 
has already been accomplished. It depends upon 
the cooperation of a group of well-established hos- 
pital registries. The value and purpose of a hos- 
pital registry can be enhanced by the services of 
a well-conceived and properly functioning central 
registry. 
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Diagnostic Difficulties in 
Carcinoma of the Colon 


f Reine THREE principal factors in the manage- 
ment of carcinoma of the colon are the nature 
of the disease itself, the personality of the patient, 
and the physician. The latter two are of particular 
importance because if the nature of the disease 
itself is fixed, the patient’s attitudes and the phy- 
sician’s preparedness theoretically are not. 

Carcinoma of the colon, as neoplasms else- 
where, occur predominantly in the older age 
groups. Its cause is not known, and the only 
known predisposing factors are polyps, either pri- 
mary or secondary to ulcerative colitis. The symp- 
toms are due principally to the complications of 
the disease and not to the mere presence of the 
tumor. It is these complications of bleeding, 
obstruction, perforation and distant metastases 
that bring the patient sooner or later to the phy- 
sician. For a disease that is readily diagnosable, 
and that is surgically curable, a five-year survival 
rate of less than 30 per cent’ is not a brilliant 
yield. 

The diagnosis of carcinoma of the large bowel 
is easy enough in the patient who has rectal bleed- 
ing, abdominal pains or changes in bowel habits 
who promptly seeks medical advice, is sigmoido- 
scoped and has a barium enema. It does not 
detract from the importance of rectal or sigmoido- 
scopic examinations to state that either one alone 
or in combination without an x-ray of the lower 
bowel does not constitute a satisfactory examina- 
tion for carcinoma of the colon. 

There is as yet no mass method of diagnosing 
cancer of the colon. Each patient has to be stud- 
ied individually and his co-operation is the first 
prerequisite. Too frequently, however, there is 
recourse to various cures for hemorrhoids and 
constipation advertised on radio and _ television 
before a diagnosis is made, and precious time is 
lost. Even so, diagnosis can, for various reasons, 
be very confusing. Some of these problems were 
brought out from a review of the cases of carci- 
noma of the colon seen at the Sinai Hospital of 
Detroit. 


From the Medical Service, Sinai Hospital of Detroit. 
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By Henry A. Chapnick, M.D. 
Detroit, Michigan 


A common problem is that of the patient who 
has been known to have diverticulitis for years, 
and either because of a change of symptoms or 
the radiographic appearance, the question of car- 
cinoma arises. The problem may not be resolved 
even at laparotomy. There is frequently delay by 
the patient because he ascribes the new symptoms 
to his antecedent disease and delay by the physi- 
cian because of his reluctance to explore an el- 
derly patient for an equivocally malignant lesion. 

Similarly, patients with chronic ulcerative coli- 
tis may develop carcinoma without any new 
symptoms, and it may be impossible for the roent- 
genologist to determine whether the mucosal 
changes are due to pseudo-polyps or carcinoma. 

Fever of unknown origin is a common enough 
medical problem. All experienced physicians 
consider neoplasms as a possible cause for fever, 
but infections by various organisms and in various 
anatomic regions and the lymphomata are usually 
considered first. The correct diagnosis may be 
impeded by misleading findings. A thirty-three- 
year-old woman had been hospitalized elsewhere 
for what was thought to be pneumonia. In spite 
of the use of all the broad-spectrum antibiotics, 
her spiking fever persisted over a period of 
months. A hematologist thought she had abdomi- 
nal Hodgkin’s disease; biopsy of a cervical node 
was suggestive of histoplasmosis or torulosis. A 
barium enema demonstrated carcinoma of the 
transverse colon and at laparotomy there was 
widespread metastasis. Another patient had low 
grade fever for six months and rectal bleeding for 
six weeks. A rectal polyp was found and fulgu- 
rated but the fever persisted until a carcinoma of 
the colon, that was subsequently demonstrated by 
x-ray, was removed. 

Not infrequently the patient’s presenting symp- 
toms are extraintestinal and due to involvement 
of another organ by metastasis or irritation. Offen*® 
recently reported six cases of what were consid- 
ered to be primary ovarian tumors. In two cases 
it was at the pathologist’s suggestion (Dr. S. D. 
Kobernick), after studying the sections of the 


471 





CARCINOMA OF THE COLON—CHAPNICK 


ovarian tumor, that x-ray studies of the colon 
were done and the primary lesion in the colon 
was discovered; the ovarian tumor which gave 
the patients their symptoms represented metasta- 
ses. These surprises may be avoided if complete 
gastrointestinal x-ray studies are done before such 
patients are operated on. 

A thirty-one-year-old patient was admitted 
with a diagnosis of carcinoma of the bladder be- 
cause of dysuria, a mass in the lower abdomen, 
and anemia. X-ray of the lower bowel was done 
because of bloody diarrhea on one occasion. Car- 
cinoma of the sigmoid was demonstrated. The 
presenting urinary symptoms were believed to be 
due to attachment of the neoplasm to the dome 
of the bladder. 

Another patient was admitted for a cataract 
operation but had no other symptoms. An ad- 
mission photo-fluorogram, and a subsequent regu- 
lar chest film, revealed pulmonary opacities. 
Comparison with several previous chest films 
revealed a gradual increase in the size of these 
opacities. The roentgenologic interpretation was 
metastatic carcinoma. Barium enema _ revealed 
that the primary lesion was in the colon. The 
patient was entirely asymptomatic. 

One cannot depend invariably on the surgeon’s 
ability to find an unsuspected carcinoma at a 
laparotomy done for some other purpose. Some 
parts of the colon, notably the flexures, are not 
readily accessible to palpation and can be easily 
missed even after a careful search. A sixty-five- 
year-old man was admitted because of melena. 
He had had a gastroenterostomy twenty-five years 
previously for a duodenal ulcer. A barium meal 
demonstrated an ulcer niche from which the 
bleeding could have come. The gastroenterostomy 
was undone and the patient had a subtotal gas- 
tric resection. The surgeon noted no other ab- 
normalities in the abdomen. The patient had a 
slow convalescence from the surgery and within 
a year was admitted with hepatic metastasis from 
carcinoma of the hepatic flexure. The carcinoma 
very likely was present at the time of the gastric 
resection one year before but was not discovered 
by palpation. 

In carcinoma of the cecum, obstruction is a late 
manifestation. The patient’s symptoms may be 
entirely referred to the upper abdomen,‘ and 
carcinoma of the stomach rather than of the ce- 
cum may be suspected. X-ray studies limited to 
the upper gastrointestinal tract will of course fail 
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to reveal the cecal lesion, and the unsuspecting 
physician may ascribe the patient’s symptoms to 
functional disease. 

Some of the more obvious errors are to assume 
that a barium meal alone can exclude a lower 
bowel carcinoma, or to blame a rectal polyp for 
bleeding without searching for a carcinoma more 
proximally. The frequently made statement that 
70 per cent of all lower bowel carcinomas can 
be detected either by the finger or the sigmoido- 
scope’ is perhaps an oversimplification. Many 
carcinomas will be missed if x-ray examinations 
are not also done. 


Some of our patients claimed to have had no 
symptoms until the onset of obstruction. On 
careful questioning, however, it was elicited, for 
example, that several months before there had 
been rectal bleeding lasting only one day. Both 
physician and patient usually think that a symp- 
tom of a serious disease will not occur for one or 
two days and then disappear. Transitory symp- 
toms, it should be emphasized, may be the fore- 
runners of serious trouble and should not be 
ignored. 


Another problem tending to delay clinical diag- 
nosis is the tendency for the patient to blame new 
symptoms on previous chronic illness. One patient 
had known for many years that she had chronic 
gall bladder disease. Surgical treatment was de- 
layed until symptoms became very severe. The 
physician whom she consulted for the treatment 
of her gall bladder disease found that the recent 
aggravation of her supposed cholecystitis was due 
to an inoperable carcinoma of the colon. 


The patient’s attitude towards his illness is 
usually an extension of the pattern in which he 
has faced his other problems in life. He may deny 
their existence, or minimize their importance, or 
unconsciously choose a method that will lead to 
his destruction. All the fears he may have had of 
insecurity, dependency, humiliation, mutilation 
and death seem to conspire at this time of illness 
in his old age. The following are examples of 
such attitudes. A man of sixty-seven, who had 
never married, ignored his symptoms for two 
years, partly because he couldn’t admit to himself 
that he was ill, and also because he feared that 
he might become an unwelcome burden to his 
brothers with whom he was never close. He 
sought help only when his life was almost at an 
end. Just as he feared, there was no place for 
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him at the homes of his kin; he died in a charity 
institution. 

Another patient was a chronic alcoholic with 
severe heart disease who had rectal bleeding for 
two years before he consulted a physician. By that 
time he already had obvious liver metastasis from 
cancer of the large intestine. 

Another group that frequently dooms itself and 
is helped along by its well-meaning children is the 
elderly. The reasoning is that at sixty-eight the 
patient will probably die of another disease be- 
fore the existing cancer causes death. Why sub- 
ject him to what is in all likelihood an unneces- 
sary operation? These patients often become ob- 
structed or perforate and have to undergo emer- 
gency surgery when ill prepared for it and when 
cure is no longer possible. One such patient had 
a diagnosis of cancer made seven years before 
and finally died of intestinal obstruction. 

Any patient who has been treated for carcinoma 
of the colon should be under medical observation 
not only for the management of possible recur- 
rence but also because of the greater suscepti- 
bility to another carcinoma in the colon. One of 
the patients had a carcinoma of the colon re- 
moved. Eight months later she had a routine fol- 
low-up barium enema which showed a polyp in 


the more proximal colon. A frozen section was 
suggestive of stalk invasion and a wedge resection 
was done. 


Summary and Conclusions 


The diagnosis of carcinoma of the colon is 
usually not difficult, but may be so. Antecedent 
diseases, fever, and extra-intestinal symptoms may 
divert the physician’s attention from the colon. 
An important factor in the early diagnosis and 
cure is the patient’s attitude and method of deal- 
ing with life’s problerns, including that of cancer. 
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GASTROINTESTINAL CARCINOMA 
(Continued from Page 467) 


and the patient developed increasing pain requiring 
large doses of narcotics. For these reasons the patient 
was referred to us for palliation with Cobalt®® radiation. 

A series of Cobalt®® teletherapy treatments was start- 
ed on August 19, 1954, and the fields included the low 
lumbar and perineal regions. A depth dose (midline 
pelvis) of 4000r was delivered in five weeks. Final 
treatment was given September 23, 1954. The patient 
experienced no difficulties from irradiation. Marked im- 
provement was noted, the pain vanished, and the pa- 
tient stopped taking narcotics. 

On January 13, 1955, however, the patient noted on- 
set of upper lumbar pain. Palliative irradiation to this 
area (1700r in two weeks) resulted in decreased pain. 
He remained asymptomatic for four months. 

On May 25, 1955, the patient was seen and com- 
plained of frequent vomiting and upper and abdominal 
pain. X-ray examination at this time revealed mechani- 
cal obstruction of small bowel. He experienced repeated 
severe bouts of obstruction and was finally explored on 
July 21, 1955, when metastatic adenocarcinoma was 
found. The patient developed cardiac arrythmia, decom- 
pensation, and expired on July 21, 1955. 

The final autopsy diagnosis was peritoneal carcinoma- 
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tosis with adhesions and small bowel obstruction, exten- 
sive metastases to liver, gall bladder, serosal surfaces, 
mesentery and omentum. It was especially interesting 
that the perineal area, which had received the largest 
amount of irradiation, showed only minimal involvement. 


Conclusion 

Cobalt®® teletherapy provides a super-voltage 
modality for the treatment of lesions of the gastro- 
intestinal tract without disturbing side effects. 
Palliation only should be expected, and this was 
accomplished to a moderate or marked degree in 
29 per cent of all cases. Relief of pain occurred 
as a most subjective result in 75 per cent of pa- 
tients having such complaints. In general, results 
were best in carcinoma of the colon and rectum 


(38 per cent). 
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Cancer of the Stomach 


HERE have been 128 cases of carcinoma of 

the stomach initially treated at the Dearborn 
Veterans Administration Hospital from January, 
1947, through December, 1954. During this 
eight-year-period only those cases proven to be 
gastric adenocarcinoma at operation or at autopsy 
were included in the survey. Although this series 
is relatively small, it has the value of being well 
documented with excellent follow-up records. A 
similar study at the Detroit Receiving Hospital 
and a private institution is now in progress which 
will supplement this group and add valuable 
comparative data. 

There were 128 men and no women, reflecting 
the predominantly male population of the 
Veterans Administration Hospital (Table I). 
Although nearly 50 per cent of the patients were 
in the sixth decade of life, there were an ap- 
preciable number in the thirties, and one patient 
was twenty-seven years of age. There were 
ninety-six white and thirty-two negro patients. 


TABLE I. 128 CASES OF CARCINOMA OF STOMACH 
AT DEARBORN VETERANS HOSPITAL 
January, 1947, through December, 1954 (8 years) 





Sex Color 
Males 128 White 
Females 0 Negro 


Youngest 27 years 


Oldest 81 years 





One of the most distressing problems in relation 
to gastric carcinoma is the difficulty of detecting 
the malignancy in an early stage while a curable 
resection may still be feasible. Because the human 
stomach is such an adaptable organ, early symp- 
toms of the disease are likely to be vague and 
disregarded for long periods of time by both the 
patient and the physician. This delay in suspect- 
ing a gastric lesion is borne out in our series in 
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By Cameron Morrison, M.D., 
and Gerald S. Wilson, M.D. 


Detroit, Michigan 


that approximately one-half of the patients experi- 
enced symptoms for three months or longer before 
admission and one-third for six months or longer, 
with the distribution as noted in Table II. 


TABLE II, DURATION OF SYMPTOMS PRIOR TO 
ADMISSION 








0-1 

1-3 

3-6 

6-9 

9-12 

Over 12 
Unknown 


2h 


~ 
SoD Oane 


Pare areas 
55 (50 per cent) 
34 (30 per cent) 





3 months or longer 
6 months or longer 


The most common initial symptom was upper 
abdominal pain but in a number of instances the 
patient first noticed epigastric distress or dis- 
comfort short of actual pain (Table III). In 
three instances the patient’s first complaint was 
his feeling of an abdominal mass. 


TABLE II. INITIAL SYMPTOMS 





Abdominal pain 62 
Epigastric distress 27 
Anorexia 
Vomiting 
Weight loss 
Weakness 
Constipation 
Abdominal mass 
Hematemesis 
Tarry stools 


Upper abdominal pain was the most frequent 
presenting symptom, followed by vomiting, 
anorexia and nausea, tarry stools, weakness, 
dysphagia, and finally a palpable mass (Table 
IV). 


TABLE IV. PRESENTING SYMPTOMS 





Epigastric pain 
omiting 

(a) Blood 

Anorexia and nausea 

Tarry bloody stools 

Weakness 

Dysphagia 

Palpable mass 


Although most of the patients were free of 
symptoms referable to the stomach until the onset 
of their present illness, it is of considerable interest 
that approximately 20 per cent of the patients 
volunteered a typical peptic ulcer history for 
periods varying from five to twenty-five years 
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(Table V). In the latter cases there was a history 
of an ulcer having been demonstrated by upper 
gastrointestinal series in eight instances; previous 
surgery had been performed for peptic ulcer in 


TABLE V. PAST HISTORY RELATIVE TO ULCER 
SYMPTOMS 





No ulcer symptoms until onset of present illness 

Ulcer symptoms for over five years 

History of gastrointestinal series showing ulcer 

Previous surgery for ulcer 

Gastrointestinal tract bleeding 

Gastrointestinal series showing duodenal ulcer at 
Veterans Administration Hospital 

Duodenal ulcer proven at surgery at Veterans 
Administration Hospital 





three cases; gastrointestinal tract bleeding had 
occurred in two; and seven patients showed duo- 
denal ulcers by x-ray at the Dearborn Veterans 
Hospital during a previous admission. Only one 
patient, however, was proven at surgery to have 
a duodenal ulcer associated with the gastric 
neoplasm. The actual demonstration of a duo- 
denal ulcer at operation in only one instance in 
this series agrees with other published reports’ 
that the association of a duodenal ulcer with a 
gastric carcinoma is rare. 


TABLE VI. PHYSICAL FINDINGS 





Palpable mass 
Abdominal tenderness 
Enlarged liver 
Palpable lymph nodes 
Edema 

Rectal shelf 

aundice 

nlarged spleen 
Blood on rectal exam 
Ascites 
No positive findings 





The most commonly encountered positive 
physical finding at the time of admission was the 
presence of a palpable abdominal mass in thirty- 
six instances, followed by abdominal tenderness in 
thirty-five, an enlarged liver in nineteen, palpable 
lymph nodes in eight, edema of the extremities in 
five, rectal shelf in four, jaundice in three, enlarged 
spleen in two, blood on rectal examination in two, 
and ascites in two (Table VI). The palpable 
lymph nodes were usually cervical and were ob- 
viously involved by carcinoma. Approximately 
one-third of the cases showed no positive physical 
finding. As has been pointed out by other ob- 
servers,’ a palpable mass does not indicate a non- 
resectable or incurable lesion, in that nine patients 
with abdominal masses in the present series under- 
went gastric resection, three surviving five years. 

Examination of the gastric aspirate by the 
twelve-hour night secretion method was performed 
in eighty-three instances (Table VII). Fifty-four 
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patients (65 per cent) showed complete anacidity, 
seven showed values of free acid less than 20 
units, eleven between 20 and 40 units, and in 
eleven cases hyperacidity was demonstrated. 


TABLE VII. LEVEL OF FREE HCL 





Tests performed 83 
Absent (65 per cent) 
Under 20 

20-40 

Over 40 





The barium meal constitutes the most accurate 
means of diagnosing gastric malignancy, although 
lesions located in the fundic portion of the stomach 
are likely to be missed and pyloric lesions may 
give only indirect evidence of their presence by 
producing obstructive phenomena. A _ barium 
meal was administered in 121 instances in this 
series, and the lesion was identified and correctly 
designated as malignant in the vast majority of 
cases (Table VIII). In ten cases, however, the 
lesion was missed, the most common anatomical 
location of error being the fundus. 


TABLE VIII. GASTROINTESTINAL SERIES 








Performed 121 
Lesion missed 10 
Gastroscopic Examination 
Performed 47 
Lesion missed 10 





Gastroscopic examination was performed in 
forty-seven of the 128 cases and the lesion 
visualized in thirty-seven instances. More im- 
portant, gastroscopy demonstrated the malignancy 
in three instances where it had been missed by 
x-ray studies. This agrees with the general con- 
cept that x-ray and gastroscopy are both valuable 
diagnostic procedures and should supplement one 
another. 


The gross pathologic anatomy of gastric carci- 
noma is dependent upon the direction in which 
the various forms of carcinoma spread from their 
origin in the epithelium of the stomach.* If the 
speed of growth is greatest toward the lumen, a 
cauliflower-like projection results and is termed a 
fungating carcinoma. These eventually grow 
laterally and also penetrate the wall of the stomach 
Forty-one of the 
cases in this series were of the fungating type 


but at a relatively slow rate. 


(Table IX). In the more dangerous penetrating 
variety, ulceration occurs initially, tending to 
mimic benign gastric ulcer, growth is away from 
the lumen and rapidly reaches the serosa. This 
variety was present in forty-one of the patients 
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in our series. The superficial spreading variety 
of carcinoma tends to remain locally confined to 
the mucosa and occurred in one instance in this 


series. The linitis plastica variety of carcinoma 


\ 
CARDIA 


Fig. 1. Location of carcinoma at surgery (8 per cent 
involved almost entire stomach). 


originates from the deepest glands in the mucosa 
and permeates the entire gastric wall stimulating 
the production of abundant fibrous tissue. —Two 
of our cases were of this variety. In fifty-seven 
instances, the lesion was not capable of gross 
classification, either because of the advanced stage 
of the disease or because the stomach was not 
opened at surgery. 


TABLE IX. GROSS PATHOLOGY 








Penetrating (ulcer) 
Fungating 
Superficial spreading 
Linit‘s plastica 

No special type 


The anatomical location of the malignancy was 
determined by reviewing the operative report, the 
surgical pathology report, and in some instances 
the autopsy protocol. Almost 50 per cent of the 
lesions were situated in the distal third of the 
stomach (Fig. 1). In 25 per cent the lesion was 
in the body; in 9 per cent in the fundus; and in 
10 per cent in the paracardial region. In 9 per 
cent the involvement was so extensive that more 
than one anatomical division of the stomach was 
involved. 

Our operability rate of 86 per cent is high com- 
pared to other series** and is in part due 
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to the inclusion in our series of only proven cases 
(Fig. 2). Fourteen per cent were not suitable 
for operation. Fifty-three per cent of the total 
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Fig. 2. Operability and resectability rates. 





number of cases underwent gastric resection; 33 
per cent for cure and 20 per cent for palliation. 
In the latter group it was obvious to the operating 
surgeon that all malignant tissue had not been 
removed. Thirty-three per cent were not felt 
to be suitable for resection. 

Of the sixty-eight gastric resections, fifty-three 
were of the so-called radical subtotal variety and 
fifteen were total gastrectomies (Table X). In 
the subtotal group there were five postoperative 
deaths, giving an operative mortality of 9 per 
cent. (An operative mortality has been arbitrarily 
designated as a death occurring within thirty days 
of the operation regardless of the cause, or within 
any time interval if the death was attributable to 
the operation.) One death resulted from a pul- 
monary embolus on the twenty-first postoperative 
day, one from a ruptured aortic aneurysm on the 
thirteenth postoperative day, and one from bleed- 
ing esophageal varices on the second postoperative 
day. One patient died of an unrecognized 
strangulating bowel obstruction secondary to an 
adhesion at the site of a previously performed 
appendectomy, and one patient succumbed to 
pancreatitis on the forty-fifth postoperative day. 
Five operative deaths followed total gastrectomy, 
giving an operative mortality of 33 per cent. One 
patient died during the third postoperative month 
as the result of an esophageal fistula; another died 
one month postoperatively as the result of an 
evisceration and the development of a large bowel 
fistula, and a third died on the nineteenth post- 
operative day as the result of gangrene of the 
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transverse colon. The two remaining deaths 
occurred as the result of a hemolytic transfusion 
reaction and a pulmonary embolus. The total 
number of deaths, therefore was ten, resulting in 
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Fig. 3. Five-year survival rate. 


an over-all operative mortality of 14 per cent. 
The over-all operative mortality in this series, and 
especially the mortality in the subtotal gastrectomy 
group, compares favorably with other reported 


series.?*4-7 


TABLE X. OPERATIVE MORTALITY 





No. No. 
Cases Deaths Mortality 





Subtotal Gastrectomy , sient ae 5 

1. Pulmonary embolus 21 days 

2. Rupture aortic aneurysm -13 days 

3. Small bowel obstruction —21 days 
4. Bleeding esophageal varices— 2 days 
5. Pancreatitis —45 days 


9.42 per cent 


‘Total Gastrectomy 
1. Esophageal fistula 
2. Evisceration, large bowel 

fistula -1 month 
3. Gangrene transverse colon —19 days 
4. Blood transfusion — 3 days 
5. Coronary occlusion — 3 days 


All Resections 68 10 14.6 percent 


3 months 





Through the efforts of the Tumor Board of the 
Dearborn Veterans Hospital, all 128 patients in 
this series have been successfully followed. Seventy- 
seven of the 128 cases were operated on five or 
more years prior to the final follow-up survey of 
February, 1956, resulting in an absolute five-year 
survivorship of 13 per cent (Fig. 3). This 
absolute survival is high in comparison to other 
reported series,**’ partly because of the exclusion 
of all cases from this series unless proven at 


operation or autopsy. Twenty-five of the seventy- 
seven cases were resected with the possibility of 
cure, resulting in a five-year survivorship of 40 
per cent for those resected for cure. Although the 
number of cases involved is rather small, this 
excellent outlook for those patients who are re- 
sected in a stage where the surgeon believes he 
has removed all grossly malignant tissue offers 
considerable encouragement to those interested 
in the treatment of gastric malignancy. 


Summary 


1. One-hundred and twenty-eight cases of 
gastric carcinoma initially treated at the Dearborn 
Veterans Hospital during an eight-year period, 
from January, 1947, through December, 1954, are 
reviewed. 

2. Fifty-three per cent of the entire series 
underwent gastric resection, 33 per cent with the 
hope of cure and 20 per cent as a palliative pro- 
cedure. 

3. The over-all operative mortality of 14 per 
cent is discussed in relation to subtotal and total 
eastrectomies. 

4. A five-year survivorship of 40 per cent of 
those resected for cure was found in this group of 


patients. 
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“OPEN HOUSE” AT WMA SECRETARIAL OFFICE 


During the entire week of the AMA meeting, June 
1-6, 1957, there will be “open house” for U. S. Com- 
mittee members at the World Medical Association office 
on the 12th floor of the Coliseum Towers, immediately 
adjoining New York’s famous Coliseum, where the 
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AMA’s Scientific and Technical Exhibits are to be 
housed. 

Members are urged to come up for a welcome respite 
from the exhibit crowds, to enjoy a cup of coffee, 
and see the home office of the “international voice of 
medicine.” 
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Herniation of Abdominal Viscera into the 
Thorax through the Foramen of Bochdalek 


IAPHRAGMATIC hernias occur at weak 

points in the diaphragm, usually at sites of 
fusion of several components—at the foramen of 
Morgagni (between the sternal and costal por- 
tions), at the foramen of Bochdalek (between the 
costal and lumbar portions), at the visceral for- 
amina (the esophageal hiatus), and where failure 
of development or congenital absence of a segment 
of diaphragm occurs.® 

The classification of diaphragmatic hernias can 
be made on an etiologic basis. They may be 
congenital or acquired, traumatic or nontraumatic, 
true (hernial sac) or false. 

The most common site of herniation is at one 
of the visceral foramina, the most important of 
which is the esophageal hiatus. The next most 
common site of herniation is in the posterior por- 
tion of the left dome of the diaphragm, because 
it is the last part to fuse. Failure of fusion of the 
pars costalis with the pars lumbalis results in a 
persistent pleuroperitoneal hiatus, or foramen of 
Bochdalek. This area is a common site of hernia- 
tion in children.® 

Less commonly, a hernia may present through 
a defect at the site of fusion of the pars sternalis 
and the pars costalis, forming the foramen of 
Morgagni. 

Congenital defects are usually present at birth 
but actual herniation may not occur or be recog- 
nized until later in life. 


Embryology 

Embryologically, the anterior and lateral costal 
portions of the diaphragm arise from the ventrally 
located septum transversum which eventually 
forms most of the muscular elements of the dia- 
phragm. The septum transversum originates in 
the cervical region, accounting for the cervical 
source of the phrenic nerve. The posterior and 
lateral portions of the diaphragm are derived from 
the pleuroperitoneal membrane and, posteromedi- 
ally, from the dorsal mesentery. 


From the Department of Radiology, Lakeside Medical 
Center, Detroit, Michigan. 
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Detroit, Michigan 


Case Presentation 


E. S., a thirty-nine-year-old white woman, was well 
until July, 1949, when she was involved in a severe 
automobile accident, striking her abdomen against the 
steering wheel and at the same time sustaining fractures 
of the left hip, right ankle and the skull. She was 
treated at a local hospital and during her stay experi- 
enced vague upper abdominal discomfort accompanied 
by occasional short episodes of nausea. Her abdominal 
symptoms persisted to a mild degree after her discharge 
from the hospital, but she never consulted a physician 
about them. 


In December, 1954, she was involved in a less serious 
automobile accident, again striking her abdomen against 
the steering wheel. The vague abdominal symptoms, 
which had persisted since the previous accident, became 
markedly increased, now accompanied by anorexia and 
episodes of nausea and vomiting. She was then ad- 
mitted to the Lakeside General Hospital. 


Chest roentgenograms taken on admission revealed a 
fluid level in the lower part of the left thoracic cavity. 
The fluid apparently was contained in a sac, and the 
additional finding of gas within this area suggested loops 
of bowel, herniated through the left posterior diaphragm 
(Figs. 1 and 2). In Figure 2, the bowel contour has 
been outlined with crayon pencil. On the basis of 
these findings, a complete study of the gastrointestinal 
tract was done. 


A barium enema (Figs. 3 and 4) revealed splenic 
flexure, portions of transverse colon and descending colon 
in the left posterior thoracic cavity, passing through a 
defect in the posterior aspect of the left dome of the 
diaphragm (note diaphragm outlined by crayon pencil 
in the photographs). 


A study of the upper gastrointestinal tract revealed 
(Figs. 5 and 6) a complete inversion of the stomach 
which appeared to be almost completely herniated into 
the left thorax, through the same diaphragmatic defect. 


She underwent surgery in January, 1955. There was 
a large tear in the posterior portion of the left dome 
of the diaphragm, corresponding to a foramen of Boch- 
dalek. There was some scarring present as well, ap- 
parently representing a traumatic lesion. The tear 
extended from the posterolateral diaphragmatic attach- 
ment, across the dome of the diaphragm, to within two 
centimeters of the esophageal hiatus. A large segment 
of transverse colon, splenic flexure, and descending colon 
were herniated through the defect into the left thoracic 
cavity, as well as omentum, the entire stomach, and 
spleen. There was no evidence of a peritoneal sac. 
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HERNIATION—FISHBEIN AND FINK 


Fig. 4. 


The lower left pulmonary lobe was collapsed and dis- 
placed toward the mediastinum. 

Because of adhesions, the spleen was resected and 
the other involved organs pushed back into the ab- 
dominal cavity, followed by repair of the defect. 

The patient made an uneventful recovery and was 
discharged four and one-half weeks following surgery. 


Discussion 

The patient reported in this paper apparently 
had a congenital malformation and either an 
existent or potential foramen of Bochdalek, The 
trauma resulting from two automobile accidents 
completed the defect so that the involved viscera 
herniated into the left thorax. The scarring found 
at surgery and the marked!y widened defect would 
seem to indicate a long-standing or chronic process, 
possibly begun following the first accident. The 
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Fig. 6. 


absence of a peritoneal sac would seem to indicate 
a basic congenital etiology, since the presence of a 
sac usually indicates trauma as the basic etiologic 


factor. 
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A Page from Medical History 
IV. The Hebrews 


“ARGENTINA 

“Unexpected Trends in the Art of Healing —Some 
unexpected developments have taken place in _ this 
country in recent years. Official diplomas have been 
granted, after previous examination, to practitioners 
of two kinds. The members of one group claim that 
through clairvoyance, they can see the body organs 
and diagnose the patient’s illness. They give advice 
as to whether operations recommended by surgeons are 
necessary; in most cases they give their approval. 
Members of the other group predict future events and 
state that they can see persons not in the room. Neither 
group is allowed to practice medicine, and both are 
cautious not to interfere with the activities of competent 
physicians. 

“An American evangelist, Tommy Hicks, from Lan- 
caster, California, has been speaking to groups of 
10,000 to 40,000 persons assembled on football fields. 
He claims that faith in God can completely cure most 
diseases. Many people of Buenos Aires, having become 
conditioned to the authority of radio addresses, are 
readily impressed by anything broadcast over a loud 
speaker. The number of persons announcing the cure 
of cancer, hypertension, etc., without any demonstrable 
evidence has greatly increased.” (J.A.M.A., 155:1179, 
July 24, 1954.) 


ALESTINE, the land bridge between Meso- 

potamia and Egypt, has recently been the 
site of another attempt by the Jews to establish 
a homeland. This has resulted in the ousting 
of some 700,000 Arabs from their home.® Palestine 
and the Hebrews are of special interest to us be- 
cause their literature forms the basis of our re- 
ligious ideas. 

The word Palestine is derived from Philistine. 
Knowledge of the Jews is derived from internal 
sources (The Old and New Testaments) and 
external sources (archeologic investigations). The 
Old Testament by no means includes the whole 
The present text 
of the Old Testament is thought to have become 
fixed between the sixth and eighth centuries A.D. 
A number of ancient Jewish writings not auth- 


of the ancient Jewish writings. 


orized as being inspired are collectively known 
as the Apocrypha. It is an interesting fact that 
the oldest existing manuscript of the Hebrew 
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Old Testament, The Codex Babylonicus Petro- 
politanus, goes back only to 916 A.D. The present 
text of the New Testament was not fixed until 
382 A.D. at a Council of the Church held in 
Rome. At least 109 books of the New Testament 
are not included in our present text.* 

The Jews came rather late onto the stage of 
civilization. Several Babylonian civilizations had 
Egypt had already reached her 
Golden Age and was declining in political power. 
The Hittite Empire had risen and fallen. The 
Aegean civilization (a very high stage of civiliza- 
tion had been attained on the island of Crete) 
had been destroyed by the invading Greek bar- 
barians and some of the Cretans had fled to 
Canaan where they were known as Philistines. 

The Hebrews played a minor r6le in the theater 
of ancient history. Herodotus mentions them only 
three times. One reference pertains to circumci- 
sion. The second concerns the conquests of a 
Pharaoh called Sesostris. This Pharaoh left vic- 
tory monuments in the countries which he con- 
quered. In those countries which submitted to 
him without a struggle, “he inscribed on the pil- 


risen and fallen. 


lars, in addition to these particulars, female geni- 


talia to mark that they were a nation of women, 
in the part 
of Syria called Palestine, I myself saw them still 
standing, with the writing above mentioned, and 
the genitals distinctly visible.” 

The third reference is included in the list of 
nations which accompanied Xerxes on his invasion 
of Greece. “The Phoenicians, with the Syrians of 
Palestine, furnished 300 vessels, the crews of which 
were thus accoutred: upon their heads they wore 
helmets made nearly in the Grecian manner; about 
their bodies they had breast plates of linen; they 
carried shields without rims; and were armed with 
javelins. 


that is, unwarlike and effeminate. . . 


This nation, according to their own 
account, dwelt anciently upon the Red Sea, but 
crossing thence, they fixed themselves on the sea- 
coast of Syria, where they still inhabit. This part 
of Syria, and all the region extending from hence 
to Egypt, is known by the name of Palestine.” 

It must be admitted that insofar as it can be 
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determined, the ancient Jews did not make any 
headway in the field of medicine. In fact, they 
developed very little in the way of culture besides 
their literature. 


The only surgical operation mentioned in the 
Old Testament is that of circumcision, Circum- 
cision had been practiced in Egypt fer well over 
one thousand years before the Jews began to drift 
in from the Arabian desert and to take the prom- 
ised land. This operation of circumcision must 


have been a fairly rough one when one considers 
the disability consequent upon it. This is il- 
lustrated by the affair of Dinah and Shechem. 
Dinah, the daughter of Jacob, was raped by 
Shechem. Following this Shechem desired to 
marry her. He proposed honorable marriage and 
a large dowry but this did not satisfy Dinah’s 
father and two brothers: 


Genesis, 34: 

13. And the sons of Jacob answered Shechem and 
Hamor, his father, deceitfully, and said, because he had 
defiled Dinah, their sister: 


14. And they said unto them, We cannot do this 
thing, to give our sister to one that is uncircumcised; 
for that were a reproach unto us: 


15. But in this we will consent unto you: If ye will 
be as we be, that every male of you be circumcised: 


16. Then we will give our daughters unto you, and 
we will take your daughters to us, and we will dwell 
with you, and we will become one people. 


This proposal pleased Shechem and his father, 
Hamor, so they went to their town and persuaded 
all of the men to be circumcised. The men were 
so prostrated by the circumcision that they were 
unable to defend themselves, so that Dinah’s two 
brothers were able to kill them all. 


Genesis 34:25: 

And it came to pass on the third day, when they were 
sore, that two of the sons of Jacob, Simeon and Levi, 
Dinah’s brethren, took each man his sword, and came 
upon the city boldly, and slew all the males. 


When did the Jews enter the theatre of history? 
A group of clay tablets written in cuneiform were 
found in the Pharaoh Akhnaton’s (Amenhotep 
IV) capital city. These letters are known as the 
Tell-El-Amarna Tablets and are from the gover- 
nors of the provinces of Egypt to the Pharoah. 
One such tablet written c. 1377 B.C. is in- 
scribed**: 

Let the king care for his land. The land of the 


king will be lost. All of it will be taken from me; there 
is hostility to me— 
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But now Habiru (Hebrews) are taking the cities of 
the king— 

If there are no archers this year, then let the king 
send a deputy that he may take me to himself together 
with my brothers and we die with the king, our Lord. 


Fig. 1. Paradise Lost. Temptation of Eve by Wil- 
liam Blake 

The snake plays a large role in the superstitions of all 
primitive peoples. 

“Now the serpent was more subtile than any beast of 
the field which the Lord God had made. And he said 
unto the woman, Yea, hath God said, Ye shall not eat 
of every tree of the garden? And the woman said 
unto the serpent, We may eat of the fruit of the trees 
of the garden: But of the fruit of the tree which is 
in the midst of the garden, God hath said, Ye shall not 
eat of it, neither shall ye touch it, lest ye die. And the 
serpent said unto the woman, Ye shall not surely die: 
For God doth know that in the day ye eat thereof, 
then your eyes shall be opened, and ye shall be as gods, 
knowing good and evil. And when the woman saw 
that the tree was good for food, and that it was pleas- 
ant to the eyes, and a tree to be desired to make one 
wise, she took of the fruit thereof, and did eat, and 
gave also unto her husband with her; and he did eat. 
And the eyes of them both were opened, and they knew 
that they were naked; and they sewed fig leaves together, 
and made themselves aprons.”’ (Genests, 3:1-8). (Cour- 
tesy of Museum of Fine Arts, Boston, Massachusetts.) 


In the victory stela of black granite erected by 
King Merenptah of Egypt c. 1229 B.C., is the only 
mention in any Egyptian inscription of the name 
of Israel: 

The princes are prostate, while they say, “peace.” 
There is no one who raises his head among the Nine 


Bows. 
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Libya is ruined, Khatti is pacified: The Canaanite 
land is despoiled with every evil. 

Ascalon is carried captive, Gezer is conquered: 
Yanoam is made as though it did not exist. 

The people of Israel is desolate, it has no offspring: 

Palestine (Khuru) has become a widow for Egypt. 
All lands are united, they are pacified: Everyone that 
is turbulent is bound by King Merenptah, 

Given life like Re, every day. 


From the available evidence the best guess is 
that the Hebrews began to enter Palestine c. 
1250 B.C. Further, the evidence indicates that 
the Jews incorporated parts of the teachings of 
the older Babylonian and Egyptian civilizations in 
their own writings. The ancient flood story of the 
Babylonians is found in the account of creation 
in the Old Testament. Similarities between the 
code of Hammurabi and the laws of Moses are 
evident,’ the former being over 1000 years older 
than the latter. 

The Jews took over much of the Egyptian 
civilization. About 1000 B.C., a wise Egyptian, 
Amenemope, wrote down his advice to his son. 
Compare a few sentences of Amenemope’s ad- 
vice with the Proverbs of the Old Testament: 


Amenemope.—Better is poverty in the hands of God, 
than riches in the storehouse. 
Proverbs, 15:16.—-Better is little with the fear of the 
Lord than great treasure and trouble therewith. 
* * # # 
Amenemope.—Better are the loaves when the heart 
is joyous, than riches in unhappiness. 
Proverbs, 15:16.—Better is a dinner of herbs where 
love is, than a stalled ox and hatred therewith. 
* * * * 
Amenemope.—Better is the praise as one whom men 
love, than riches in the storehouse. 

Proverbs, 17:1.—Better is a dry morsel, and quiet- 
ness therewith, than a house full of sacrifices with strife. 
* 7 * 7 

Amenemope.—Fraternize not with the hot-tempered 
man, and press not upon him for conversation. 
Proverbs, 22:24.—Make no friendship with an angry 
man; and with a furious man thou shalt not go. 
” . * * 
Amenemope.—Remove not the land mark on the 
boundary of the fields. Be not greedy for a cubit of 
land, and trespass not on the boundry of the widow. 
Proverbs, 23:10.—Remove not the old landmark; 
enter not into the fields of the fatherless. 
+ * 7 


The Pharoah Akhnaton (Amenhotep IV) of 
Egypt attempted to establish the old sun god Re 
(Aton) as the sole God. He had inscribed in 


the tomb of Eye, his favorite nobleman, a hymn 
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of praise to Aton which was echoed centuries 
later, in the 104th Psalm of the Old Testament: 


Thou dawnest beautifully in the horizon of the sky, 

O Living Aton, who wast the Beginning of life! 
When thou didst rise in the eastern horizon, Thou 
didst fill every land with thy beauty. Thou art beautiful, 
great, glittering, high over every land, 

Thy rays they encompass the lands, even to the end 
of all that thou hast made. 

Though thou art far away, thy rays are upon the 
earth: Though thou art in the faces of men, thy 
footsteps are unseen. 

When thou settest in the western horizon of the sky, 
The earth is in darkness like death. 

They sleep in their chambers, Their heads are 
wrapped up. 

Every lion cometh forth from his den, All serpents 
they sting. Darkness broods, The world is in silence, 
He that made them resteth in his horizon; 

When thou shinest as Aton by day Thou drivest away 
the darkness. 

Men waken and stand upon their feet, Then in all 
the world they do their work. 

How manifold are thy works! They are hidden before 
men. 

O sole God, beside whom there is no other. Thou 
didst create the earth according to thy heart. 

Thou settest every man into his place. Thou suppliest 
their necessities, Every one has his food, And his days 
are reckoned. 

The tongues are divers in speech, Their forms like- 
wise and their skins are distinguished. 

How benevolent are thy designs, O lord of eternity! 

Thou makest the seasons in order to make develop all 
that thou hast made. 

Winter to bring them coolness, And heat that they 
may taste thee. 

Thou makest millions of forms through thyself alone: 
Cities, villages, and fields, highways and rivers. 

All eyes see thee before them, For thou art Aton of 
the day over the earth. When thou hast gone away, 
yet art thou still in my heart. 


The religion of a people is said to be an 
idealized reflection of their own way of life. What 
were the characteristics of the God of the ancient 
Hebrews? A few illustrations from the Old Testa- 
ment might be in order. 


The Lord slays Onan because he did not marry his 
brother’s wife.— 


Genesis, 38: 

8. And Judah said unto Onan, Go in unto thy 
brother’s wife, and marry her, and raise up seed to thy 
brother. 

9. And Onan knew that the seed should not be his; 
and it came to pass, when he went in unto his brother’s 
wife, that he spilled it on the ground, lest that he 
should give seed to his brother. 
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10. And the thing which he did displeased the 
Lord: wherefore he slew him also. 


The Lord refuses to show Moses his face but permits 
him to see his “back parts.” 


Exodus, 33: 

18. And he said, I beseech thee, show me thy glory. 

20. And he said, Thou canst not see my face: for 
there shall no man see me, and live. 

22. And it shall come to pass, while my glory 
passeth by, that I will put thee in a clift of the rock, 
and will cover thee with my hand while I pass by: 

23. And I will take away mine hand, and thou shalt 
see my back parts: But my face shall not be seen. 


The Lord sends two she-bears to destroy forty-two 
children because the children mocked Elisha. 


II Kings, 2: 

23. And he went up from thence unto Bethel: and 
as he was going up by the way, there came forth little 
children out of the city, and mocked him, and said unto 
him, Go up, thou bald head; go up, thou bald head. 

24. And he turned back and looked on them, and 
cursed them in the name of the Lord. And there came 
forth two she-bears out of the wood, and tare forty 
and two children of them. 

The Lord forgives‘ King David for adultery but re- 
quires the child conceived in adultery to die-——King 
David committed adultery with Bathsheba, the wife of 
Uriah, the Hittite. After planning the death of Uriah, 
David married Bathsheba: “But the thing David had 
done displeased the Lord.” (II Samuel, 11:2, 3, 4, 15, 
27). However, the Lord forgave David but ruled that 
the child of David and Bathsheba must die, and so it 
did (II Samuel, 12:14, 15, 18). 


The Lord instructs Moses to take the promised land 
and to utterly destroy its inhabitants. 


Deuteronomy, 7: 

2. And when the Lord thy God shall deliver them 
before thee; thou shalt smite them, and utterly destroy 
them; thou shalt make no covenant with them, nor 
shew mercy unto them: 

3. Neither shalt thou make marriages with them; 
thy daughter thou shalt not give unto his son, nor his 
daughter shalt thou take unto thy son. 

6. For thou art an holy people unto the Lord thy 
God: The Lord thy God has chosen thee to be a 
special people unto himself, above all people that are 
upon the face of the earth. 


It will be recalled how Joseph was carried to 
Egypt and how he made good there. When 
Joseph’s father died in Egypt -Joseph com- 
manded his servants the physicians to embalm his 
father: and the physicians embalmed Israel.” 
(Genesis, 50:2). 

The date of the Exodus of Moses and the 
Hebrews from Egypt is not definite but it is 


Aprit, 1957 


thought to have occurred during the reign of 
King Merneptah (c. 1292-1198 B.C.) of Egypt. 
According to the Old Testament, the Jews wan- 
dered in the wilderness for forty years. While on 


Fig. 2. Moses Breaking the Two Stone Tables of the 
Law, by Rembrandt. 

God called Moses up on Mt. Sinai, “And He gave 
unto Moses when he had made an end of communing 
with him upon Mount Sinai, two tables of testimony, 
tables of stone, written with the finger of God” (Exodus, 
31:18). But as Moses was on the mountain for forty 
days and forty nights, the people thought that he was 
not coming back. “. . . for as for this Moses, the 
man that brought us up out of the land of Egypt, we 
wot not what is become of him” (Exodus, 32:1). Con- 
sequently, they decided to return to their old gods. 
They made a golden calf and worshipped it. When 
Moses finally came down from Mt. Sinai; “And it came 
to pass, as soon as he came nigh unto the camp, that 
he saw the calf, and the dancing: and Moses’ anger 
waxed hot, and he cast the tables out of his hands, and 
brake them beneath the mount” (Exodus, 32:19). 
Moses made short shrift of the backsliders; “. . . there 
fell of the people that day about three thousand men” 
(Exodus, 32:28). Later, the Lord replaced the tables 
of the law: “And the Lord said unto Moses, Hew thee 
two tables of stone like the first: and I will write upon 
these tables the words that were in the first tables, which 
thou breakest” (Exodus, 34:1). (Photograph of paint- 
ing in Kaiser Friedrich Museum by Walter Steinkopf, 
Berlin, Germany.) 


this trip the Lord called Moses upon the moun- 
tain Sinai and gave him the laws written upon two 
stone tablets. A study of these laws is essential in 
studying the culture of the ancient Hebrews. 
Some of these laws are quoted: 
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Exodus, 20: ' 

2. I am the Lord thy God, which have brought thee 
out of the land of Egypt, out of the house of bondage. 

3. Thou shalt have no other Gods before me. 

4. Thou shalt not make unto thee any graven image, 


- es 


an 


Fig. 3. Relief from the Necropolis of Sakkara VIth 
Dynasty. The lower part shows circumcision operation 
in progress. The upper part shows an operation on a 
man’s foot and an operation on the back. 

These operations were practiced by the Egyptians at 
least 2,000 years B.C. Concerning circumcision, Herod- 
otus wrote: “. . . but further and more especially, on 
the circumstance that the Colchians, the Egyptians, and 
the Ethiopians, are the only nations who have practiced 
circumcision from the earliest times. The Phoenicians 
and the Syrians of Palestine themselves confess that 
they learned the custom of the Egyptians: and the Syrians 
who dwell about the rivers Thermodon and Parthenius, 
as well as their neighbors, the Macronians, say that 
they have recently adopted it from the Colchians.” 
(Photograph obtained from the Wellcome Historical 
Medical Museum, London, England.) 


or any likeness of anything that is in heaven above, 
or that is in the earth beneath, or that is in the water 
under the earth: 

5. Thou shalt not bow down thyself to them, nor 
serve them; for I the Lord thy God am a jealous God, 
visiting the iniquity of the fathers upon the children 
unto the third and fourth generation of them that 
hate me; 

6. And shewing mercy unto thousands of them that 
love me, and keep my commandments. 

7. Thou shalt not take the name of the Lord thy 
God in vain; for the Lord will not hold him guiltless 
that taketh his name in vain. 

8. Remember the sabbath day, to keep it holy. 

9. Six days shalt thou labor, and do all thy work: 
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10. But the seventh day is the sabbath of the Lord 
thy God: in it thou shalt not do any work, thou, 
nor thy son, nor thy daughter, thy man servant, nor 
thy maid servant, nor thy cattle, nor thy stranger that 
is within thy gates: 

11. For in six days the Lord made heaven and earth, 
the sea, and all that in them is, and rested the seventh 
day: wherefore the Lord blessed the Sabbath day, and 
hallowed it. 

12. Honour thy father and thy mother: that thy 
days may be long upon the land which the Lord thy 
God giveth thee. 

13. Thou shalt not kill. 

14. Thou shalt not commit adultery. 

15. Thou shalt not steal. 

16. Thou shalt not bear false witness against thy 
neighbour. 

17. Thou shalt not covet thy neighbour’s house, thou 
shalt not covet thy neighbour’s wife, nor his man servant, 
nor his maid servant, nor his ox, nor his ass, nor any- 
thing that is thy neighbour’s. 


Exodus, 21: 

2. If thou buy an Hebrew servant, six years he 
shall serve: and in the seventh he shall go out free for 
nothing. 

3. If he came in by himself, he shall go out by 
himself: if he were married, then, his wife shall go 
out with him. i 

4. If his master have given him a wife, and she 
have borne him sons or daughters; the wife and her 
children shall be her master’s, and he shall go out by 
himself. 

5. And if the servant shall plainly say, I love my 
master, my wife, and my children; I will not go free: 

6. Then his master shall bring him unto the judges; 
he shall also bring him to the door, or unto the door- 
post; and his master shall bore his ear with an aul; 
and he shall serve forever. 

12. He that smitheth a man, so that he die, shall 
be surely put to death. 

20. And if a man smite his servant, or his maid, 
with a rod, and he die under his hand; he shall be 
surely punished. 

21. Notwithstanding, if he continue a day or two, 
he shall not be punished: for he is his money. 

22. If men strive, and hurt a woman with child, 
so that her fruit depart from her, and yet no mischief 
follow: he shall be surely punished, according as the 
woman’s husband will lay upon him; and he shall pay 
as the judges determine. 

23. And if any mischief follow, then thou shalt give 
life for life. 

24. Eye for eye, tooth for tooth, hand for hand, 
foot for foot, 

25. Burning for burning, wound for wound, stripe 
for stripe. 

26. And if a man smite the eye of his servant, or 
the eye of his maid, that it perish; he shall let him 
go free for his eye’s sake. 

28. If an ox gore a man or a woman, that they die: 
then the ox shall be surely stoned, and his flesh shall 
not be eaten; but the owner of the ox shall be quit. 
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Exodus, 22: 


1. If a man shall steal an ox, or a sheep, and kill 
it, or sell it; he shall restore five oxen for an ox, and 
four sheep for a sheep. 

16. And if a man entice a maid that is not betrothed, 
and lie with her, he shall surely endow her to be his 
wife, 

17. If her father utterly refuse to give her unto him, 
he shall pay money according to the dowry of virgins. 

18. Thou shalt not suffer a witch to live. 

19. Whatsoever lieth with a beast shall surely be put 
to death. 

21. Thou shalt neither vex a stranger, nor oppress 
him: for ye were strangers in the land of Egypt. 


The Lord also gave the Jews detailed in- 
structions as what to eat and what not to eat 
(Leviticus, 11), the purification of women after 
childbirth (Leviticus, 12), how to deal with lep- 
rosy (Leviticus, 13 and 14) and how men and 
women with discharges were to be cleansed by the 
priest (Leviticus, 15). 

Some years later, a young Hebrew, Jesus Christ, 
attempted to soften the code of Moses. The Jews 
did not take kindly to this break with tradition 
and sacred teachings, so they killed him. 


The penalty for adultery according to Moses.— 


Leviticus, 20:10. And the man that committeth 
adultery with another man’s wife, even he that com- 
mitteth adultery with his neighbour’s wife, the adulterer 
and the adulteress shall surely be put to death. 


The penalty for adultery according to Jesus.— 


St. John, 8: 

3. And the scribes and Pharisees brought unto him 
a woman taken in adultery; and when they had set her 
in the midst, 

4. They say unto him, Master, this woman was 
taken in adultery, in the very act. 

5. Moses in the law commanded us, that such should 
be stoned: but what sayest thou? 

6. This they said, tempting him, that they might 
have to accuse him. But Jesus stooped down, and with 
his finger wrote on the ground, as though He heard 
them not. 

7. So when they continued asking him, he lifted 
up himself, and said unto them, He that is without 
sin among you, let him first cast a stone at her. 

8. And again he stooped down, and wrote on the 
ground, 

9. And they which heard it, being convicted by 
their own conscience, went out one by one, beginning 
at the eldest, even unto the last: and Jesus was left 
alone, and the woman standing in the midst. 


The Law of Moses called for an eye for an eye.— 


Leviticus, 24:20. 
Breach for breach, eye for eye, tooth for tooth: as he 
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hath caused a blemish in a man, so shall it be done to 
him again, 


But Jesus taught differently.— 


St. Matthew, 5: 


38. Ye have heard that it hath been said, An eye 
for an eye, and a tooth for a tooth: 


39. But I say unto you, That ye resist not evil: 
but whosoever shall smite thee on thy right cheek, 
turn to him the other also. 


Jesus also taught that necessary work should 
be done on the Sabbath Day (St. Matthew, 12:1- 
14), and that divorces shall not be allowed (St. 
Matthew, 19:3-10). These teachings also were 
opposed to the code of Moses. 


Disease as a penalty for sin.—In the Old Testa- 
ment, disease is considered to be a penalty for 
disobeying the Lord. When Moses pled with the 
Pharoah to let the Hebrews leave Egypt, the 
Lord did certain things to show his power and 
to show whose side he was on. He first turned 
Moses’ rod into a serpent (Exodus, 7:11), then 
he turned the river to blood, killing all of the 
fish (Exodus, 7:20, 21). Then the Lord did the 
following against the Egyptians: He sent a plague 
of frogs (Exodus, 8:6) ; the dust was turned into 
lice (Exodus, 8:17); He sent a swarm of flies 
(Exodus 8:24); He killed all of the cattle of the 
Egyptians (Exodus, 9:6); He caused boils to 
break out upon all of the Egyptians and their 
beasts (Exodus, 9:11); He sent a severe hail- 
storm which destroyed all the crops of the Egyp- 
tians (Exodus, 9:25) ; He sent a plague of locusts 
which ate every green thing (Exodus, 10:15) ; and 
finally killed the first born of every Egyptian, 
even the first born of the Pharoah (Exodus, 
12:29). 


The Lord instructs Moses how to avoid disease.— 
Exodus, 15:26: 


And said, If thou wilt diligently hearken to the voice 
of the Lord thy God, and wilt do that which is right 
in his sight, and wilt give ear to his commandments, and 
keep all his statutes, I will put none of these diseases 
upon thee, which I have brought upon the Egyptians; 
for I am the Lord that healeth thee. 


When Miriam and Aaron spoke against Moses 
because he had married an Ethiopian woman, 
the Lord turned them (Miriam and Aaron) into 
lepers so that their skin became “white as snow” 
(Numbers, 12:1). Later the Lord killed “fourteen 
thousand and seven hundred” of those who spoke 
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against Moses and Aaron (Numbers, 16:49). On 
one occasion, the Lord sent a pestilence upon 
Israel and laid low seventy thousand men (II 
Samuel, 24:15). When Sennacherib, King of As- 





Fig. 4. Hebrews Paying Tribute to the King of Assyria. 

This is a scene carved on a black stone shaft set up by 
the Assyrian King Shalmaneser, III in his palace on the 
Tigris River. In the upper panel, the Assyrian King, 
Shalmaneser, III, stands at the left with two attendants 
behind him. Before him is the winged sun-disk. The 
Hebrew’s envoy is shown bowing to the King, while 
behind the envoy are two Assyrian officers leading a line 
of thirteen Hebrews (not shown here), bearing tribute 
for the King. (Photograph obtained from the British 
Museum.) 


syria, attacked Jerusalem, the Lord destroyed his 
army and thus lifted the seige (II Kings, 19:35). 


The taking of the promised land.—The Lord 
promised the Jews the Land of Canaan, but, un- 
fortunately, this area had already been occupied 
by other peoples for a long period of time. The 
Jews probably felt about those people much the 
same as we felt about the Indians when we took 
their land away from them. One difference was 
that the people occupying the area of Palestine 
were much more civilized than the invading Jews 
while the Indians were in the stone age when 
Columbus came over. 


The manner in which the Jews took the promised 
land and disposed of the inhabitants.- 
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Numbers, 31: 


7. And they warred against the Midianites, as the 
Lord commanded Moses; and they slew all the males. 

9. And the children of Israel took all the women of 
Midian captives, and their little ones, and took the 
spoil of all their cattle, and all their flocks, and all their 
goods. 

10. And they burnt all their cities wherein they 
dwelt, and all their goodly castles, with fire. 


15. And Moses said unto them, Have ye saved all 
the women alive? 


17. Now therefore kill every male among the little 
ones, and kill every woman that hath known many by 
lying with him. 

18. But all the women children, that have not known 
a man by lying with him, keep alive for yourselves. 


The seizure of Palestine by the Jews required 
several years and they were never able to drive 
out all of the native peoples. They continued to 
war with these and especially the Philistines, their 
constant enemies. One recalls how Samson 
wished to marry the daughter of a Philistine. His 
parents took a rather dim view of this: 

Judges, 14:3: 

Then his father and his mother said unto him, Is 
there never a woman among the daughters of thy 
brethren, or among all my people, that thou goest to 
take a wife of the uncircumcised Philistines? and Sam- 


son said unto his father, Get her for me; for she pleas- 
eth me well. 


Samson would probably have done much better 
had he followed his parents’ advice, as the court- 
ship of the Philistine girl turned into a rather 
large affair with Samson slaying one thousand 
Philistines with “a new jawbone of an ass” 
(Judges, 15:15), The Philistines bribed Delilah 
to get him, and she did (Judges, 16:20). Then 
David made quite a name for himself by slaying 
the Philistine giant, Goliath (I Samuel, 17:49) ; 
he also secured a hundred foreskins of the Phil- 
istines as a dowry for the daughter of King Saul 
(I Samuel, 18:25). 

Palestine, like so many countries, was divided 
into a north and a south. Northern Palestine was 
called Israel and was productive and rich, where- 
as southern Palestine, called Judah, was unpro- 
ductive and poor. Saul, the first King of the 
Jews, (c. 1000 B.C.) was from the south (1 
Samuel, 10:24). After being defeated in battle 
by the Philistines, Saul committed suicide (II 
Samuel, 31:4), and David became king of Judah. 
After a number of battles between the north and 
south, David became king of Israel also (II Sam- 
uel, 5:3). David secured from Hiram, king of 
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Tyre in Phoenicia, cedars from Lebanon and skilled 
workmen to build himself a house (I Chronicles, 
14:1). Evidently, at this time, there were no 
skilled craftsmen among the Jews. 


After David, Solomon became king. He ac- 


One of the very rare references to a physician 
in the Old Testament is the following: 
II Chronicles, 16:12. 


And Asa (king of Judah) in the thirty and ninth 
year of his reign was diseased in his feet, until his dis- 


Fig. 5. Christ Driving the Money-Changers from the Temple, by El Greco. 


“And Jesus went into the Temple of God, and cast out all of them that sold 
and bought in the temple, and overthrew the tables of the money-changers, and the 


seats of them that sold doves. 


“And said unto them, It is written, My house shall be called the house of prayer; 


but ye have made it a den of thieves.” 


(St. Matthew, 21:12, 13). (Photograph 


obtained from the Minneapolis Institute of Arts.) 


cumulated great wealth and married the daughter 
of the Pharoah of Egypt (I Kings, 3:1). He had 
forty thousand stables of horses for his chariots 
and twelve thousand horsemen (I Kings, 11:3). 
Solomon, like David, obtained cedar and skilled 
workmen from King Hiram and built a great 
church and house for himself and one for his 
wife, Pharoah’s daughter. 

Solomon’s extravagances (one can imagine the 
expense of feeding one thousand women) required 
increased taxation (I Kings, 9:15). This caused 
discontent among the Jews so when Solomon died, 
Jeroboam, who had been in exile in Egypt where 
King Shishak (Sheshonk) was ruling, returned to 
Palestine, and led a revolt of the north (Israel). 
Thus Palestine was again divided with Jeroboam 
being king of the north (Israel) and Rehoboam, 
king of the south (Judah). 


Aprit, 1957 


ease was exceeding great: yet in his disease he sought 
not the Lord, but to the physicians. (He died anyway.) 

Palestine, strategically located on the trade 
routes of the Near East, was controlled by first 
one great power and then another. 


II Kings, 15:29. 

In the days of Pekah, king of Israel came Tiglath- 
pileser, king of Assyria, and took Ijon, and Abelbeth- 
machah, and Janoah, and Kedesh, and Hazor, and 
Gilead, and Galilee, all the land of Naphtali, and car- 
ried them captive to Assyria. 


In 722 B.C. Shalmaneser, King of Assyria, cap- 


tured northern Palestine (Israel) and transported 
the Hebrews to the cities of the Medes (IJ Kings, 
17). While around 700 B.C. Sennacherib, King 
of Assyria, raided southern Palestine (Judah) and 
carried off over 200,000 captives, it remained for 
Nebuchadnezzar, King of Babylon, in 586 B.C., 
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to destroy Jerusalem and carry most of its inhab- 
itants into captivity to Babylon. This completed 
the destruction of the Jewish state. In 538 B.C., 
King Cyrus of Persia captured Babylon and al- 
lowed those Jews who wanted to to return to 
Palestine. 

In the New Testament, healing is accomplished by 
faith.— 

St. Matthew, 4:23: 

And Jesus went about all Galilee, teaching in their 
synagogues, and preaching the gospel of the kingdom, 
and healing all manner of sickness and all manner of 
disease among the people. 


Jesus was the great healer who healed all man- 
ner of sick people (St. Matthew, 4:24), who 
cleanseth the leper (St. Matthew, 8:3), who 
cured a soldier’s servant of palsy without seeing 
him (St. Matthew, 8:5-13), and drove out dev- 
ils (St. Matthew, 8:16, 28-33), who cureth the 
bloody issue (St. Matthew, 9:20-22), who raised 
Jairus’ daughter from the dead (St. Matthew, 
9: 24-26), who restored sight to the blind (St. 
Matthew, 9:28-31). 


Jesus cured where the physicians failed: 


St. Mark, 5: 

25. And a certain woman which had an issue of 
blood twelve years, 

26. And had suffered many things of many physi- 
cians, and had spent all that she had, and nothing 
bettered, but rather grew worse. 

27. When she had heard of Jesus, came in the press 
behind, and touched his garment. 

28. For she said, If I may touch but his clothes, I 
shall be whole. 

29. And straightway the fountain of her blood was 
dried up; and she felt in her body that she was healed 
of that plague. 


It would appear that physicians did not play 
an important role in the community of the ancient 
Jews. They at least, however, did not receive 
the lambasting which Jesus gave the rich (St. 
Matthew, 6:19. 19:16-25. 21:12-13), the scribes 
and Pharisees (St. Matthew, 23:1-29), and the 
lawyers (St. Luke, 11:46, 52). In fact, one gets 
the impression that the physician was held in 
some respect. Apparently, Jesus not only taught 
the doctors but also learned something from them: 


St. Luke, 2: 

42. And when he was twelve years old, they went 
up to Jerusalem after the custom of the feast. 

43. And when they had fulfilled the days, as they 
returned, the child Jesus tarried behind in Jerusalem; 
and Joseph and his mother knew not of it. 

44. But they, supposing him to have been in the 
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company, went a day’s journey; and they sought him 
among their kinsfolk and acquaintance. 

45. And when they found him not, they turned back 
again to Jerusalem, seeking him. 

46. And it came to pass, that after three days they 
found him in the temple, sitting in the midst of the 
doctors, both hearing them, and asking them questions. 

Are not the teachings of Jesus summed up in 


the following story? 


St. Matthew, 19: 

16. And, behold, one came and said unto him, Good 
Master, what good thing shall I do, that I may have 
eternal life? 

17. And he said unto him, Why callest thou me 
good? there is none good but one, that is, God: but 
if thou wilt enter into life, keep the commandments. 

18. He saith unto him, Which? Jesus said, Thou 
shalt do no murder, Thou shalt not commit adultery, 
Thou shalt not steal, Thou shalt not bear false wit- 
ness, 

19. Honour thy father and thy mother: and, Thou 
shalt love thy neighbour as thyself. 

20. The young man saith unto him, All these things 
have I kept from my youth up: what lack I yet? 

21. Jesus said unto him, If thou wilt be perfect, go 
and sell that thou hast, and give to the poor, and th.u 
shalt have treasure in heaven: and come and follow me. 

22. But when the young man heard that saying, he 
went away sorrowful: for he had great possessions. 

23. Then said Jesus unto his disciples, Verily, I 
say unto you, That a rich man shall hardly enter into 
the kingdom of heaven. 

24. And again I say unto you, It is easier for a 
camel to go through the eye of a needle, than for a 
rich man to enter into the kingdom of God. 


Conclusion 


The literature of the ancient Jews gives us an 
extremely fascinating account of how they lived 
and what they thought about in those days. With 
this in mind, a more extensive study of the Bible 
is recommended. Along with other primitive peo- 
ples, the ancient Jews regarded disease and other 
misfortunes as punishment by their God for sin. 
Certain illnesses were attributed to the possession 
of devils. Healing was accomplished through 
faith. It has been shown that the Hebrews bor- 
rowed many ideas from the older and more cul- 
tured civilizations, the Babylonian and the Egyp- 
tian. 
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Acute Pancreatitis 


HE WIDESPREAD use of serum pancreatic 

enzyme determinations and greater awareness 
on the part of physicians have led to increased fre- 
quency of recognition of acute pancreatitis. With 
this has come heightened interest in the disease. 
It is now appreciated that the disorder occurs in 
two principal forms: (1) an acute edematous or 
interstitial variety; and (2) a more serious and 
severe acute hemorrhagic or necrotic variety. 
Sharp clinical distinction between these two types 
is difficult and often impossible, particularly in 
the early stages. The principles of treatment, 
however, are the same in both types. Basic man- 
agement is also the same whether the process is 
an isolated acute primary episode, an acute recur- 
rence, or an acute exacerbation of chronic relap- 
sing pancreatitis. 

The discussion to be presented has been con- 
structed with the foregoing considerations in 
mind. It is not intended as an exhaustive review 
of the subject, but rather as a digest of some of 
the salient features of the diagnosis and manage- 
ment of acute pancreatitis. 


Predisposing Factors 

Two things have emerged as important precurs- 
ors, concomitants, or associates of acute pancrea- 
titis. One is biliary tract disease and the other 
is excessive indulgence in alcohol.’ It is common 
to obtain a history of excessive ingestion of alco- 
hol, accompanied often by a heavy meal, shortly 
before the onset of acute pancreatitis. One other 
factor whose etiologic importance has come to be 
appreciated more in recent years is surgically in- 
duced trauma to the gland, its blood supply, or its 
ducts.2, The development of pain, fever, or signs 
of peritoneal irritation or inflammation in the 
period immediately following a surgical procedure 
in the upper abdomen should arouse suspicion of 
complicating postoperative acute pancreatitis. 
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Diagnosis 

Symptoms and Signs.—The outstanding symp- 
tom of acute pancreatitis is pain. This ordinarily 
is severe and steady in character. In some cases, 
however, it is described as somewhat intermittent. 
It is usually prolonged and tends to be resistant to 
opiates. It is situated most often in the epigas- 
trium but may be located in other areas, depend- 
ing on the portion of the pancreas that is primarily 
affected and on whether or not parietal struc- 
tures have been involved. Radiation of pain to 
the back is common. Characteristic of pain of 
pancreatic origin is assumption by the patient of 
certain postures to obtain relief. These typically 
involve bending over or leaning forward, often 
with the hand pressed against the abdomen. 

Jaundice is an important sign. Compression 
of the common duct by an inflamed and swollen 
pancreas may be responsible, but it has been the 
experience of several observers that overt jaun- 
dice is seen most often in patients who have con- 
comitant or associated biliary tract disease! The 
occurrence of jaundice, therefore, should alert one 
to the possibility of coexisting biliary tract disease. 
Still another mechanism that may be operative 
in some cases is pronounced intrahepatic peri- 
cholangitis. This has been observed in some jaun- 
diced dogs with experimentally induced acute pan- 
creatitis.2 It remains to be determined, however, 
whether a similar change occurs in human cases 
of acute pancreatitis and, if it does, whether the 
severity is ever such as to account for jaundice. 

Shock, with cold, clammy skin, rapid pulse and 
marked lowering of the blood pressure, is pop- 
ularly considered to be a feature of acute pancre- 
atitis. Bluish, greenish or ecchymotic discoloration 
of the skin in the flank (Grey Turner’s Sign) or 
about the umbilicus (Cullen’s Sign) is also pop- 
ularly associated with acute pancreatitis. While 
shock and skin changes of the variety described are 
classical findings, they are seen relatively infre- 
quently in patients with acute pancreatitis.** 
When they occur they may be taken as evidence 
pointing to pancreatic necrosis and hemorrhage. 

Abdominal signs in acute pancreatitis are 
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worthy of note because they have many similari- 
ties and also differences from other inflammatory 
conditions in the upper abdomen. Abdominal dis- 
tention is fairly common. The abdominal wall 
may be soft or show variable degrees of muscle 
guarding. ‘True muscle rigidity, however, is un- 
common. Tenderness is commonplace and ordi- 
narily is most pronounced over the area of maxi- 
mal pain. Peristaltic sounds may be unaltered, 
reduced or completely absent, depending on the 
degree and extent of ileus. 


Pulmonary signs may be noted on one or the 
other or even on both sides of the chest. These 
include rales, impaired transmission of breath 
sounds, friction rub and occasionally signs of pleu- 
ral effusion. The fact that such changes are en- 
countered not infrequently in cases of acute pan- 
creatitis deserves particular mention because their 
detection may divert attention to the supradia- 
phragmatic area and cause confusion in diagnosis. 


Laboratory Findings——The outstanding labora- 
tory test used to diagnose acute pancreatitis is de- 
termination of serum amylase. To this determina- 
tion should be added that of serum lipase. These 
enzymes do not always behave in a predictable 
fashion and the values for each may be discrep- 
ant. It is always wise, therefore, to determine the 
concentrations of both enzymes and to repeat the 
determinations serially if at all possible. The 
height of the rise in pancreatic enzymes in the 
serum is not a reliable estimate of the degree of 
inflammation or of the presence or absence of 
necrosis of the pancreas. Nor is there a close cor- 
relation between the height of the serum amylase, 
for example, and the clinical signs of toxicity. On 
the other hand, the degree of elevation may have 
diagnostic importance. Bockus and his associates 
have pointed out that levels of serum amylase or 
lipase exceeding five times the top normal level 
provide fairly reliable evidence of primary acute 
pancreatitis.© Determinations of serum pancreatic 
enzyme concentrations are subject, however, to 
certain limitations in interpretation which deserve 
to be emphasized. 

The concentration of amylase and lipase in the 
serum will vary depending on the time the deter- 
minations are made after the onset of the disease. 
Serum amylase generally tends to rise and attain 
its maximal level within twelve to twenty-four 
hours after the onset of the disease. Ordinarily, 
the values return to normal within three or four 
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days. Serum lipase, on the other hand, shows its 
maximal rise a little later than serum amylase 
and tends to remain elevated a bit longer. Should 
the patient first be seen beyond the period of 
maximal rise, or should the determinations not be 
made until several days after the onset of disease, 
normal values may be obtained. Contrariwise, if 
the inflammatory process is so severe as to result 
in extensive destruction of the pancreas, the rem- 
nant acinar cells may not be able to produce 
enough amylase or lipase to elevate the concentra- 
tion of these enzymes in the peripheral blood. 
In such circumstances, one may be confronted with 
serious, severe and extensive pancreatic necrosis 
in a patient with entirely normal, perhaps even 
less than normal, concentrations of serum amylase 
and lipase. 

Prior injection of opiates may influence the level 
of serum pancreatic enzymes, and this too must 
be borne in mind. It has been demonstrated by 
several investigators that the administration of 
opiates, even of codeine, may result in some in- 
stances in significant elevation of serum amylase 
and lipase.* Indeed, these elevations may persist 
for as long as twenty-four hours. Since most pa- 
tients with acute pancreatitis are seen at home, 
and since pain is the outstanding symptom, an 
opiate or analgesic is usually given. When the 
patient is subsequently admitted to the hospital, it 
must be considered that elevation noted in serum 
amylase or lipase may not be truly representa- 
tive of the process within the pancreas per se but 
may be a reflection in part of a previously admin- 
istered opiate. 

Interference with excretion due to impaired 
renal function may be responsible for heightened 
or sustained elevation in the level of serum amyl- 
ase. This factor acquires importance in acute pan- 
creatitis because renal impairment is common- 
place in this condition.’ 

Elevation in serum amylase and lipase may also 
occur in disorders from which acute pancreatitis 
must be differentiated. These include such con- 
ditions as free anterior perforation of duodenal 
ulcer, intestinal obstruction and peritonitis due to 
various Causes, 


Urinary diastase has largely been abandoned 
because of the considerable variation in results. 
Examination of peritoneal fluid for amylase is val- 
uable because the concentration of amylase in this 
material may not only be hypernormal but may 
persist above normal for periods of from two to 
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four days longer than in thy blood.* The same 
situation obtains with pleural fluid developing in 
association with acute pancreatitis. 

Hyperglycemia and glycosuria are commonly 
noted in patients with acute pancreatitis. The 
disturbance in carbohydrate metabolism reflected 
in these findings is usually transient but in some 
cases may persist with diabetes mellitus ensuing as 
an aftermath of acute pancreatitis. 

The concentration of serum calcium is frequent- 
ly lowered in the acute phase of pancreatitis.*° 
This occurs as a rule between the second and fifth 
days and may persist for as long as two weeks. 
The lowering results primarily from withdrawal 
of calcium from the blood into areas of fat ne- 
crosis where the calcium combines with liber- 
ated fatty acids to form soaps. Since the amount 
of calcium withdrawn from the blood depends 
largely on the degree and extent of fat hydrolysis, 
the degree of lowering of serum calcium concen- 
tration is a measure of the severity of the process 
and the degree of fat necrosis. The lowest levels 
of serum calcium occur in cases of pancreatic ne- 
crosis with levels of 7.5 mg. per cent or less point- 
ing to the possibility of fatal outcome.” 

Alterations in some of the factors responsible 
for coagulation of blood may be utilized as a means 
of detecting acute pancreatitis. One measure that 
has received much attention is the antithrombin 
titer..* This has been shown to be elevated in 
acute pancreatitis. It is said to have the additional 
advantage of remaining elevated throughout the 
acute phase of the disease. However, many inves- 
tigators, including my associates and myself, have 
not been successful with the use of this test. 

I would like to call attention to serum alkaline 
phosphatase as another laboratory test of possible 
value in the diagnosis of acute pancreatitis. Ele- 
vations in serum alkaline phosphatase without con- 
comitant hyperbilirubinemia have been observed 
to occur in dogs with experimentally induced acute 
pancreatitis.» Whether or not acute pancreatitis 
as seen in man is regularly or frequently accom- 
panied by elevation in serum alkaline phosphatase 
without coincident hyperbilirubinemia remains to 
be determined. There would seem to be good 
reason, nevertheless, to include serum alkaline 
phosphatase among the chemical determinations to 
be made in patients suspected of having acute pan- 
creatitis. 


Roentgen Findings.—Roentgen examination of 
the chest may demonstrate pneumonitis, pleuritis, 


Apri, 1957 


effusion, atelectasis or elevation of the diaphragm. 
A scout film of the abdomen may show any one 
of several patterns of gas distribution in the in- 
testine."* These are most apt to be seen in roent- 
genograms taken between twelve and forty-eight 
hours after the onset of pain. The patterns vary 
from localized ileus with a so-called sentinel loop 
of distended and gas-filled small bowel in the 
upper abdomen, to generalized ileus. Concomit- 
ant disease in the biliary tract may be disclosed by 
the presence of radiopaque biliary calculi. This 
examination may also serve to confirm the exist- 
ence of pancreatic disease by demonstrating cal- 
cification within the pancreas. 

After subsidence of the acute phase, or in the 
early convalescent phase, barium may be given 
by mouth and the upper gastrointestinal tract stud- 
ied. This may disclose the presence of a space- 
taking lesion within the pancreas manifested by 
displacement of neighboring segments of the upper 
gastrointestinal tract and/or alterations in the 
mucosa of the stomach or duodenum. 

Cholecystography merits special mention since 
this examination is commonly elected as a means 
of study of a patient with upper abdominal pain. 
The point to be emphasized is that cholecystograms 
done by the oral method, and even by the intra- 
venous method, in the presence of acute pancrea- 
titis may fail to visualize the gall bladder.** In 
the absence of intrinsic gall-bladder disease this is 
only a temporary and transient alteration; the gall 
bladder in such cases usually can be satisfactorily 
demonstrated by cholecystography within a month 
after subsidence of the symptoms of acute pan- 
creatitis. Hence, one must be alert to the possi- 
bility of misinterpreting the unvisualized gall blad- 
der in cholecystographic studies conducted in the 
presence of acute pancreatitis. 

Intravenous cholangiography, performed when 
there is no jaundice and when liver function is un- 
impaired, may successfully visualize the ducts. 
Calculi may be disclosed in the common duct. 
Theoretically, at least, this examination may also 
show narrowing and obstruction of the distal end 
of the common duct and perhaps, on occasion, 
reflux of contrast material into the pancreatic duct. 


Electrocardiography. — This examination de- 
serves mention because it is often used to help dis- 
tinguish between acute pancreatitis and myocardial 
infarction, disorders which frequently resemble 
each other in their clinical manifestations. Alter- 
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ations are not uncommonly seen in the electrocar- 
diograms of patients with acute pancreatitis.*® 
Such changes as may occur are ordinarily transient 
and nonspecific and may be related to electrolyte 
alterations. One may be hard pressed sometimes, 
however, to distinguish clearly and precisely from 
the electrocardiographic tracing alone between 
myocardial infarction and acute pancreatitis.’ 


Treatment 

Majority opinion today favors conservative non- 
operative management of acute pancreatitis.?®*’ 
Surgical intervention is reserved for those cases in 
which diagnosis is uncertain and those with seri- 
ous complications developing while being managed 
conservatively. 

A major objective of conservative management 
is to relieve pain. This may be accomplished 
through the use of drugs, such as the nitrites, which 
relax smooth muscle. Counterbalancing this ac- 
tion on the part of the nitrites are the transient 
nature of the relaxing effect and the threat of 
hypotension. Opiates and related synthetic anal- 
gesics are much more effective pain relievers. A 
word of warning should be sounded about the use 
of morphine. While this drug may effectively 
relieve pain it may contribute to worsening of the 
local condition because of its spasmogenic action. 
The latter induces spasm of the choledochal 
sphincter, the pancreatic ducts and the duodenal 
musculature. Demerol is perhaps the analgesic 
of choice, not because it is without spasmogenic 
effect, but because ductal and duodenal spasm re- 
sulting from its use is less pronounced and less 
persistent than that following morphine. Drugs 
which interfere with neural transmission through 
their action principally as autonomic ganglionic 
blockaders (such as tetraethylammonium (Eta- 
mon) chloride and hexamethonium (Bistrium) 
bromide), or as parasympatholytic agents as well 
as ganglionic blockaders (such as methantheline 
(Banthine) bromide and allied compounds), or 
as parasympathetic depressants (such as atropine) 
may also relieve pain in acute pancreatitis. 
Pain relief following the use of these drugs 
probably results from reduction of motility and 
tone in the musculature of the upper gastro- 
intestinal tract and the ducts, together with di- 
minution in gastric and pancreatic secretion. The 
decrease in gastric secretion reduces stimulation 
of pancreatic secretion by secretin, a hormone re- 
leased when hydrochloric acid comes in contact 
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with the mucosa of the small intestine. Intraven- 
ously administered procaine has also been used to 
relieve pain, but since this is attended by some 
dangers its use has not gained popular acceptance. 

In the event that the use of the various drugs 
mentioned is ineffective in relieving pain, one may 
resort to nerve blocking procedures. These in- 
clude splanchnic block, paravertebral sympathetic 
block and fractional epidural block. My asso- 
ciates and I have found the latter procedure es- 
pecially effective." 


The technique we employ consists of introducing 
a fine catheter into the epidural space between 
vertebra L-1 and L-2. The catheter is then passed 
upward until its tip comes to lie between vertebra 
T-5 and T-6. This corresponds with neural seg- 
ment T-8, which is about the center of the nerve 
supply to the pancreas. A solution of procaine 
or a similar local anesthetic is then introduced. 
The anesthetic solution by diffusing up and down 
from T-8 affects the important neural segments in- 
nervating the pancreas. The indwelling catheter 
in the epidural space may be maintained for as 
long as a week with instillations of anesthetic so- 
lution being made as often as necessary. While 
pain control is excellent, it has been our impres- 
sion that the procedure does not significantly in- 
fluence the disease process itself. 

The second major objective of conservative man- 
agement is to combat shock and restore fluid and 
electrolyte balance. This involves the use of fluids 
such as saline, glucose, lactated Ringer’s and Dar- 
row’s solutions, plasma, blood and albumin. Hu- 
man serum albumin appears to be strikingly ef- 
fective in the management of patients of acute 
pancreatitis.’® Its effectiveness seems attributable 
more to its ability to restore plasma loss than to any 
possible antitryptic action it may possess. Glucose 
solutions should be used with care because of the 
disturbance in carbohydrate metabolism that oc- 
curs so commonly in acute pancreatitis. The latter 
may require the use of insulin. Insulin should be 
used cautiously, however, to avoid hypoglycemia 
which is vagotonic. Calcium is often required 
because of the tendency for serum calcium to be 
lowered. Disturbances in sodium, potassium and 
chloride must be corrected as indicated and require 
close attention. Care should be exercised partic- 
ularly in the administration of potassium, because 
of the possibility of accompanying renal impair- 
ment. 

The third major objective of conservative treat- 
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ment is to reduce pancreatic secretory activity. 
This is done chiefly by withholding all food and 
drink and by inserting a nasogastric tube to which 
constant suction is applied. The purpose of the 
latter is to remove all gastric contents and thereby 
prevent hydrochloric acid from entering the duo- 
denum and provoking hormonal stimulation of 
pancreatic secretion. Nervous influences are com- 
batted by the use of sedatives, vagal depressants 
and ganglionic blockaders as mentioned earlier. 
External roentgen radiation has also been used in 
animals*® and in man*' to diminish pancreatic 
secretion, but since the effects are still not alto- 
gether known this form of management is not 
widely used. 

The fourth major objective is to combat infec- 
tion and peritonitis. Broad spectrum antibiotics 
that are well concentrated in the bile and are 
effective against the bacterial flora of the intestine, 
are the drugs of choice. They are preferably given 
by mouth but may have to be given intravenously 
or intramuscularly because of nausea and vomiting 
or because of the constant gastric suction that is 
applied. 

Additional therapeutic measures may be men- 
tioned even though some of them are still largely 
in the experimental stage. Soy bean extract con- 
taining a trypsin inhibitor has been employed in 
dogs? on the basis of the theory that much of 
the ill effects of acute pancreatitis stems from the 
diffusion of trypsin from the pancreas into the 
systemic circulation. The results in dogs thus far 
have been varied. Carbonic anhydrase inhibitor 
(Diamox) has been used in dogs and more re- 
cently in man.** It has been demonstrated that 
the drug is capable of diminishing volume and bi- 
carbonate content of pancreatic secretion. This 
material gives promise as a useful agent to reduce 
pancreatic secretion. Lipase inhibitors, more espe- 
cially quinine*® and sodium formaldehyde sulfoxa- 
late,?° have been shown in dogs to counteract fat 
necrosis induced by experimental methods. 
Whether these will come to have clinical value 
remains to be determined. Finally, cortisone and 
hydrocortisone have been reported to have been 
used in some instances of acute pancreatitis with 
beneficial effect."?7:*° 

The conservative regimen should be continued 
until all signs of inflammation have subsided. The 
diet is then increased cautiously until the patient 
is able to eat and tolerate a low fat, high protein, 
high carbohydrate diet. At this time studies are 
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undertaken designed to disclose associated biliary 
tract disease, residual pancreatic cysts, and other 
complications. Elective surgery designed to correct 
such abnormalities as may be found may be done 
at this time. Lastly, the patient is cautioned that 
the chance of recurrence is good and that to help 
avoid recurrence or future distress, overeating and 
the use of alcohol should be avoided. 
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Development in Prepayment Plans 


ECURITY is an important word to Americans. 

To most of us, its achievement is the main goal 
in our lives. But it has become more meaningful 
and has assumed a greater significance since the 
early thirties when the depression struck our coun- 
try a cruel and hard blow. Shortly after that finan- 
cial nightmare, we picked up the threads of our 
economic system and rewove them to create a 
more prosperous future. We sought security. It 
was our main worry and concern. Without it, 
we faced a turmoil, similar to the one through 
which we had just passed, with all its poverty, 
misery and unemployment. 

Security, to the individual and to the Nation, 
as we all know, is based to a very large degree 
on health. During the depression, hospitals and 
doctors, while receiving little or no reward for 
their work, had to bear the burden of providing 
medical care. The depression, proposals for Fed- 
eral compulsory health insurance, the scarcity of 
money to pay medical bills during those years, 
all had their effect as had the action of your 
Michigan State Medical Society, in fostering the 
organization of Blue Cross and Blue Shield and 
other prepayment methods. 

We saw our weaknesses in those dark days and 
we prepared to remedy them. The result has been 
that the trend in financing health care has been 
more and more toward prepayment through vol- 
untary methods, the Blue Cross and Blue Shield 
Plans and the insurance companies. The trend 
has been away from compulsory health insurance. 
Indeed, there has also been a trend to greater 
participation by the Government in the financing 
of health care for certain categories of its wards 
and indigents. Statistics and opinions expressed 
by informed, responsible persons support these 
statements. 

In Seattle, last November, Dr. Elmer Hess, at 
the American Medical Association clinical meeting, 
said: “Today’s professional freedom to be a pri- 
vate practitioner of medicine instead of a slave of 
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Government is due solely to Blue Shield—the 
physician’s answer to socialized medicine.” 

Even some of the most rabid proponents of 
Federal compulsory health insurance have recently 
admitted that voluntary methods have been an 
effective alternative and obstacle to enactment of 
their proposals. The trend can be demonstrated 
statistically by the growth in Michigan of Blue 
Shield which, since its beginning, as one .of the 
first such plans, has grown to provide coverage 
for nearly half the population of the State, and in 
1956 paid physicians approximately 41 millions 
of dollars for 1,212,873 individual services for 
subscribers. 

The trend toward the participation by Govern- 
ment in costs of health care is most apparent in 
the recently established “Medicare” program for 
care of dependents of members of our armed 
forces and in the Welfare Act of 1956 which will 
put the Federal Government into business with 
the States in financing of care of four categories 
of indigents. Anyone who is sufficiently interested 
can review the trends by studying available litera- 
ture and statistical material. It is not impossible 
to ascertain, to a reasonable extent, what we 
might refer to as the current, or today’s trend. 

There is another trend, in spite of all that has 
been accomplished (and perhaps, to a great ex- 
tent, because of what has been done) and this 
appears to be an increasing discontent with the 
present quality and quantity of prepayment meth- 
ods. These signs of dissatisfaction are readily 
apparent if you have, and will take, the time to 
observe them. They may require considerable 
evaluation and appraisal, but the evaluation will 
reveal that the trend is toward broader, more 
comprehensive coverage as to types of services 
covered. 

There is certainly a trend toward efforts to con- 
trol costs of care; to eliminate charges beyond 
the provisions of prepayment, to control abusive 
utilization of benefits by such as unnecessary hos- 
pitalization, unnecessary diagnostic and surgical 
procedures. An interesting and indicative state- 
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ment was given in the AFL-CIO News, December 
22, 1956, by Morris Brand, M.D. 

Dr. Brand stated that since Congress has not 
enacted legislation to set up a national insurance 
program—which most labor unions favor—unions 
have had to find other sources of health insurance 
coverage for their members, mainly Blue Cross- 
Blue Shield and commercial carriers. 

However, Dr. Brand continues, since home and 
office care is rarely offered in these plans, some 
“labor groups have established direct service medi- 
cal centers where services are actually provided 
rather than cash indemnities to cover part of the 
costs. The latter type of plan has proven more 
popular with members because there are no bar- 
riers to the service, preventive services are usu- 
ally included in the benefits and there are no 
hidden bills cropping up after the services are 
rendered.” 


In general, Dr. Brand believes that: 


“The extent to which commonly available insurance 
programs meet a family’s health needs is not too im- 
pressive to Labor. . . . Indemnity patients are not a 
satisfactory method of paying for services and are a 
base upon which some physicians too frequently add 
substantial charges. Also the emphasis on hospital and 
surgical coverage as in the case of most plans without 
substantial out-patient benefits is frequently a cause 
for unnecessary hospitalizatidn. Also, as a result of 
inadequate concern for operating efficiency in hospitals 
and an unwillingness to enforce legitimate controls, 
there are unjustified premium increases.” 


According to Dr. Brand, these are Labor’s goals 
for better health plans: 


1. Complete prepayment for medical care without 
co-insurance and deductible features and hidden added 
costs. 

2. Comprehensive benefits—only if the range of 
health services is complete will the individual’s health 
needs be effectively and economically met. 

3. Rational organization of medical services—on the 
basis of group practice, and 

4. Control of the quality of medical services which 
must be built into medical care plans.” 


A representative of organized medicine, Ralph 
T. Ogden, M.D., President of the Connecticut 
State Medical Society in the Journal of that 
Society says: 


“The voluntary health insurance plans, which pro- 
vide benefits only when they are received in a hospital,” 
are largely responsible for the present acute shortage 
of hospital beds. On the Presidents Page of the 
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Connecticut State Medical Journal, he stated that many 
people “are hospitalized today for diagnostic and thera- 
peutic purposes only because they possess prepaid health 
insurance which will pay for benefits under no other 
circumstances. These ambulatory people are occupying 
beds that should be available only for the sick. . . .” 


Dr. Ogden does not feel that the answer to this 
dilemma lies in building new hospitals or expand- 
ing present facilities. 


“A more effective answer would be a change in policy 
of the voluntary health insurance plans which would 
provide payments for medical services regardless of 
where carried out, providing that safeguards against 
abuse and exploitation could be assured. The medical 
profession, the Hospital Association, Blue Cross, Blue 
Shield, and all other health insurance agencies should 
get together and develop a program that would pay 
for medical services when rendered in private offices 
or as patients of private physicians in the out-patient 
departments of hospitals.” 


Dr. Ogden further urges physicians to support 
and recommend “ways and means whereby the 
comparatively well patient may get the diagnostic 
and therapeutic benefits of his health plan with- 
out occupying a bed in a hospital. Every effort 
should be made . to eliminate the hospital 
waiting list as quickly as possible.” 

Having sponsored and encouraged ° voluntary 
plans as its answer to problems of financing health 
care, there is an understandable trend toward 
holding the medical profession responsible for the 


conduct and results of voluntary prepayment. 
I will repeat, Dr. Brand, in his statement said it 
in this manner: “Also, as a result of inadequate 
concern for operating efficiency in hospitals and 
an unwillingness to enforce legitimate controls, 


there are unjustified premium increases.” 
The Wisconsin Physicians Service, a part of the 
Wisconsin State Medical Society, recently in its 


State Journal said this: 


“For while most people will have implicit confidence 
in a health insurance program approved by the medical 
profession, there is always the possibility that some 
may think ‘the Doctors’ Plan’ is designed primarily to 
benefit the doctor, rather than the patient.” 


I doubt that it is necessary to remind this audi- 
ence of the attitude of representatives of large 
groups of subscribers to Michigan’s Blue Cross 
and Blue Shield. The daily press, not so long 
ago, was full of it. The hospitals and doctors 
were charged with taking advantage of the exist- 
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ence of the Plans and of refusing or neglecting 
to accept responsibility for controlling abuses. 


A Commission was appointed by the Governor, 
as a result of these charges, to make an investiga- 
tion which is still being carried out. Since then, 
the UAW-CIO has announced its intention of 
organizing a prepayment plan which presumably 
will employ groups of physicians on a salary or 
capitation basis in order to control improper uti- 
lization, costs and provide a wider scope of serv- 
ices. It has been clearly demonstrated that, at 
least in part, it is hoped that this plan will result 
in assumption and exercise of responsibility and 
control of abuses of Blue Cross, Blue Shield and 
insurance on the part of the sponsoring hospitals 
and doctors. 


The demands for expanded and extended bene- 
fits under Blue Shield have not only been voiced 
by organized labor. Similar attitudes are ex- 
pressed by employers, many of whom pay all or a 
large part of the cost of protection; by many doc- 
tors who have no hospital affiliation or would 
prefer to render in their offices some services such 
as minor surgery, diagnostic procedures, etc.; and 
by those hospitals equipped to provide many of 
these services on an out-patient basis. 


Admittedly, your Michigan Blue Shield Plan 
has provided, until now, little other than care for 
hospitalized subscribers. The Board of Directors 
and the management of Michigan Medical Serv- 
ice are anxious to provide all the benefits which 
can safely be offered on a sound actuarial basis, 
without detriment to quality of care. 


Our subscribers are asked to pay a fair and 
reasonable rate for the benefits which they are 
offered. But if members ask MMS to defray the 
cost of unnecessary procedures and the abuse of 
their contract, it is evident that the rate cannot 
be reasonable. Our subscribers will consider our 
rate unreasonable if, when entitled by the terms 
of our contracts to service benefits, they are 
charged fees over and above our payments to 
physicians which have been established by the 
physicians themselves. It is also difficult to justify 
our program when, in a particular community, 
our subscribers have difficulty finding physicians 
who participate in Blue Shield. 


If voluntary plans are medicine’s answer to 
problems in financing medical care costs, then the 
Profession must make the plans work. 


Dr. Hess, at Seattle, also said: 
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“Since we have accepted the insurance principle, 
many patients who previously would be non-paying pa- 
tients have had their biils at least partially paid, and I 
am rather intolerant of the physician who is not a 
participating member of Blue Shield and who com- 
plains when Blue Shield pays the patient and not him 
directly. I also am intolerant of the physician who in 
defense of his attitude in not being a participating 
member, says with a loud voice: ‘Nobody is going to 
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tell me what to charge’. 


Michigan State Medical Society membership 
now totals around 6,000 doctors of whom about 
4,800 are engaged in the active practice of medi- 
cine. Approximately half of the latter group 
started their practice after the depression years, 
without the experience of practicing in an atmos- 
phere devoid of a voluntary prepayment medical 
care plan. This lack of personal experience with 
the kind of economic problems that gnawed at 
medical practice in the depression years may, in 
part, account for the negative attitude towards 
prepaid medical care demonstrated by some of 
these men. 


These are the men who take for granted the 
benefits of Blue Shield, who regard it as merely 
a collection agency, who do nothing positive to 
further its cause, who quarrel about its limitations 
or even question the need for its existence. 


No one can deny Blue Shield’s role in improv- 
ing the over-all economic situation of physicians 
in Michigan. Contrast the average physician’s in- 
come in the 1930’s, when he rarely grossed $5,000 
per year, with his situation today. In 1955, MMS 
paid out to 6,237 physicians a total of $31,883,- 
215.00. On the average, that would be a little 
over $5,100 each. In 1956, almost $42,000,000.00 
was paid out. Obviously on an individual basis, 
many received far more than that average, many 
far less. Nevertheless, it is an imposing picture. 
And this, remember, is income from Blue Shield 
alone and just a portion of the physician’s total 
income. 


Trends, in financing health care, as in every 
other field, don’t just happen. Trends are the re- 
sult of action and reaction by someone or some- 
thing. The trends we’ve experienced in prepay- 
ment are, in part, the result of actions long be- 
fore Michigan Medical Service was conceived, 
and since. 


Natural competition, too, between the non- 
profit plans and the insurance companies has 
tremendously affected the trends. The develop- 
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ment of closed panel and group practice plans has 
had an effect and will have more. And what 
Blue Shield and Blue Cross do now and in the 
future will have much to do with establishing 
the trend. 

What influence your Blue Shield Plan will 
exert in the future will depend on what you, col- 
lectively, want of it; direct it to do; and the de- 
gree to which you support its efforts. Blue Shield 
itself, as a separate entity, can do nothing. Blue 
Shield was created by your Michigan State Med- 
ical Society, is responsible to, and is the respon- 
sibility of organized medicine. Blue Shield must 
have direction; it must know the attitude and the 
policy of a united medical profession. 


The medical profession must speak as one, 
direct as one, and act as one. It is not sufficient 
that the profession express itself critically and with 
many voices. We are unable to completely satisfy 
fifty-four County Medical Societies and eighteen 
or nineteen different specialty groups with some- 
times opposing views. The Profession must com- 
municate with all segments, all the many specialty 
groups, all the components, all the individual phy- 
sicians. It must consider all the varied interests, 
evaluate all the special problems. It must agree, 
compromise, and reach decision. It must then 
direct and support united action in behalf of all 
the profession. Medicine needs intelligence, com- 
munication, organization and authority in this 


field. 


Dr. Dwight Murray, at Seattle two months ago, 
in his presidential address, warned: 

“No nation can merely reap the benefits of freedom; 
it must also sow the seeds of freedom. In medicine the 
situation is the same. If an apathetic profession takes 
its freedom for granted, it will be the beginning of the 
ee 

“The day has come, gentlemen,’ Dr. Murray con- 
tinued, “when we can no longer look upon medical 
economics and social changes merely as issues to be 
considered during our limited leisure hours. . .. We 
must now pay daily attention to these matters. ... They 
must be a vital part of our life.” 


Perhaps you’ve assumed that the past success 
of your Blue Shield-Blue Cros and other volun- 
tary prepayment plans in forestalling enactment 
of compulsory health insurance should have been 
enough. Perhaps you feel that you should be left 
alone to enjoy the “status quo” or even return to 
the old days. However, trends have a way of 
continually advancing, changing direction and of 
being influenced by action and reaction. 

Trends are set by public opinion and favor, and 
their courses can be altered as rapidly as they are 
made. As a result, we must not be indifferent to 
them. Instead, we must always concern ourselves 
with the inevitable changes that will occur as we 
advance into the future. 

Our philosophy must be to make honest effort 
toward improvement by recognizing those changes 
and exploiting them to our advantage. And our 
purpose should find its aim and its effect in the 
betterment of mankind. 





ACUTE PANCREATITIS 
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St. Luke’s Hospital Clinico-Pathologic Conference 


‘TH PATIENT was a white man, forty-three 

years old, who experienced an illness of 
twelve years’ duration. The onset was heralded by 
a fall from which he sustained several fractured 
ribs on the left side. At that time he first noticed 
a firm mass below the left costal margin, Over 
the ensuing years this mass receded and reappeared 
so that its presence was intermittent. The patient 
consulted a physician nine years after the onset 
of this illness and the mass was again noted. 
Radiographic examination of the upper gastro- 
intestinal tract was said to be normal. The patient 
experienced discomfort over the left upper ab- 
dominal quadrant but continued to work. One 
year before admission to the hospital he was 
thought to have had a heart attack and sub- 
sequently remained at home for several months. 
During that time, he experienced some pain ard 
a sensation of pressure over the left upper ab- 
dominal quadrant that radiated to the left 
shoulder. Pain did not extend down the left 
arm. The patient resumed work two weeks be- 
fore entering the hospital and shortly thereafter 
first noticed swelling of the abdomen and blue 
discoloration of the peri-umbilical skin. During 
the past six months there had been increasing 
shortness of breath. The patient denied decreased 
appetite or loss of weight but volunteered that 
his face had become thin. There had been no 
hemoptysis, hematemesis, melena, or black viscid 
stools. Bowel movements had been normal. The 
patient denied the use of alcoholic beverages. 
The past history was not contributory. 

Physical examination revealed a markedly 
emaciated white man in no acute distress. The 
temperature was 99.0 degrees (F.), pulse 80, 
respirations 14 and blood pressure 135/90 mm. 
Hg. The skin was clear without discoloration or 
“spider angiomas.” The eyes were sunken and 
the pupils were round and equal, reacting 
promptly to light and accommodation. The 
sclerae were white and the conjuctivae were pallid. 
The neck was supple and cervical lymph nodes 
were not enlarged. Auscultation of the chest re- 
vealed normal breath sounds and elevation of the 
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diaphragm on both sides. The heart was not 
enlarged, the rhythm was regular, and the valve 
sounds were normal, The abdomen was soft and 
markedly distended. Subcutaneous hemorrhage 
discolored the skin about the umbilicus, over an 
area that measured approximately 12 cm. in 
diameter. A distinct fluid wave was elicited. 
Tenderness was limited to the left upper quad- 
rant where palpation revealed the splenic edge 
6 cm. below the costal margin. The surface felt 
smooth, the texture was firm, and the margin 
was blunt. The liver was not palpable. Ausculta- 
tion revealed faint bowel sounds that were other- 
wise not remarkable. The external genitalia were 
normal. Rectal examination disclosed slight soft 
symmetrical enlargement of the prostate. There 
was no induration of the rectal shelf. The ex- 
tremities were normal except for slight pitting 
edema of the right lower leg. There was no 
palmar erythema. The modalities of neurologic 
function were normal, 

Urinalysis was not remarkable. Hematologic 
examination revealed 10.1 grams of hemoglobin 
per 100 cc. There were 3,300,000 erythrocytes 
and 8,500 leukocytes per cu. mm. Differential 
count of 100 cells revealed sixty-seven segmented 
granulocytes, three band cells, twenty-nine lympho- 
cytes, and one eosinophil. The nonprotein nitrogen 
was 47 mg. per 100 cc. The fasting blood sugar 
was 114 mg. per 100 cc. The icterus index was 
4.8 units. The total serum protein was 5.05 
grams with 3.25 grams albumin and 2.8 grams 
globulin. Bromsulphalein excretion was normal. 
There was three plus flocculation of cephalin after 
twenty-four and forty-eight hours. The serum 
prothrombin content was 90 per cent. The Kahn 
serologic test for syphilis was negative. Stool ex- 
amination revealed only a trace of gross blood. 
Radiographic examination of the chest revealed 
elevated diaphragmatic domes that were smooth 
and regular. The lung fields and costophrenic 
angles were clear and the cardiac contour was not 
remarkable. 

After eighteen days in the hospital the abdomen 
was explored. The operative report states that, 
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“many, many quarts of blood tinged, ascitic fluid 
were aspirated.” Laboratory examination of that 
fluid revealed a specific gravity of 1.021. No 
tumor cells were identified. The peritoneum was 
smooth and glistening. The liver appeared normal 
with smooth surface and sharp margin. The 
spleen was markedly enlarged and extended 
medially to the midline and inferiorally to a point 
midway between the xiphoid process and the left 
anterior superior iliac spine. The anterior surface 
was smooth and dark bluish red. The posterior 
surface was firm, nodular, and discolored pale 
yellowish gray. The nodularity was attributed to 
enlargement of retroperitoneal lymph nodes. 
Biopsy of a lymph node was attempted, but so 
much bleeding was encountered that the pro- 
cedure was discontinued and the abdomen was 
closed. Chills and fever, accompanied by a pulse 
of 120 and a respiratory rate of 40 developed on 
the second postoperative day. Death occurred on 
the next day. 


Clinical Discussion 


Dr. Bert M. Butuncton: The clinical record reveals 
that a forty-three-year-old white man incurred an illness 
of twelve years’ duration that was characterized by an 
intermittent mass in the upper quadrant of the abdomen. 
There was an episode of pain in the left side of the 
chest radiating to the left shoulder that was thought to 
represent a “heart attack.” The distribution of the 
pain, without extension into the left arm, and the sub- 
sequent course were not characteristic of myocardial 
infarction and suggest, instead, disease of the spleen 
or left lung with involvement of the diaphragm. As- 
cites developed toward the last portion of this illness 
and probably accounts for the maintenance of body 
weight in the presence of emaciation as indicated by 
wasting of the facial tissues. An interesting clinical 
feature was the blue discoloration of the peri-umbilical 
skin. This appears to have been hemorrhage into the 
skin rather than a true Cullen’s sign which indicates 
intraperitoneal hemorrhage. Some important negative 
information includes the absence of “spider angiomas,” 
palmar erythema, jaundice, alcoholism, hepatomegaly, 
lymph node enlargement, or melena. The laboratory 
data reveal a slight anemia, probably of normochromic 
normocytic type, with normal leukocyte and differential 
counts. There was a slight decrease in the serum albu- 
min and a positive serum cephalin flocculation. Radio- 
graphs of the chest revealed clear lung fields and ele- 
vation of both domes of the diaphragm. We may 
pause here to consider the pre-operative diagnosis. 


An intermittent mass in the left upper abdominal 
quadrant of long duration associated with laboratory 
evidence of diffuse liver disease and subsequently with 
emaciation and the formation of ascites is most sug- 
gestive of the decompensation phase of portal cirrhosis. 
The absence of dermal angiomas and palmar erythema 
does not preclude this diagnosis. Failure to palpate the 
liver is also consistent with portal cirrhosis as contrac- 
tion of fibrous connective tissue reduces the organ to a 
size smaller than normal. The subsequent course is also 
acceptable under this diagnosis as clinical events may 
be rapidly progressive after the onset of portal decom- 
pensation. Cirrhosis may occur, of course, in the ab- 
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sence of chronic alcoholism, and abdominal exploration 
may have been undertaken with this diagnosis in mind. 


Operation, however, revealed a normal liver. The 
peritoneal sac contained a large amount of red fluid 
and examination disclosed pronounced enlargement of 
the spleen. The splenic capsule was for the most part 
smooth, although pale gray discoloration and nodularity 
were identified over the posterior surface as well as 
beneath the adjacent parietal peritoneum. The latter 
was attributed to enlargement of retroperitoneal lymph 
nodes. The abdomen was closed and the patient died 
three days later. 


The differential diagnosis regards those conditions 
that are characterized by prolonged and pronounced 
enlargement of the spleen. Both the duration and the 
degree of this enlargement eliminate the possibility of 
those acute infections that are often attended by spleno- 
megaly. Only a small number of conditions are sug- 
gested by this splenic lesion. Gaucher’s disease is one 
of these. This condition usually is manifest earlier in 
life but may be first detected at the age of forty-three 
years. A main clinical feature is marked splenic en- 
largement with or without hypersplenism. In addition, 
ascites may follow thrombosis of the splenic or portal 
veins. However, a familial occurrence is often detected, 
involvement of the skeletal system is usually observed, 
and enlargement of both liver and lymph nodes is char- 
acteristic. Without these findings, the diagnosis of 
Gaucher’s disease appears unlikely. Pronounced en- 
largement of the spleen of long duration is often a 
feature of chronic myelogenous leukemia. However, this 
condition, even in the aleukemic phase, is usually accom- 
panied by the presence of abnormal cells in the differen- 
tial count, by a progressive and often pronounced ane- 
mia, and occasionally by widespread enlargement of 
lymph nodes. Furthermore, purpuric bleeding into skin 
and mucous membranes, particularly the gums, is a 
common feature of the terminal phase that derives from 
thrombocytopenia. This record does not describe these 
observations and the diagnosis of myelogenous leukemia 
is passed over. Boeck’s sarcoid may be the cause of 
splenomegaly. However, manifestations in other tissues, 
notably lungs and lymph nodes, would be expected 
with an illness of twelve years’ duration. Furthermore, 
hyperglobulinemia, characteristic of sarcoidosis, was not 
present. This diagnosis does not seem tenable. Myelo- 
sclerosis is also characterized by pronounced enlargement 
of the spleen that may be chronic. Lymph node en- 
largement in the region of the spleen is not a feature of 
this condition, however, and evidence of fibrous replace- 
ment of bone marrow is usually apparent in the form 
of anemia with immature cells of the granulocytic 
series in the differential count of circulating leukocytes. 
The diagnosis does not appear likely in the absence 
of these findings. There is no evidence to indicate the 
diagnosis of syphilis or chronic malaria which may also 
be the couse of splenic enlargement. 


Particular attention may be paid to Banti’s syndrome. 
This condition is characterized by splenomegaly, anemia, 
usually leukopenia, and frequently thrombocytopenia. 
The hematologic disturbances are known as hypersplen- 
ism. Banti’s syndrome results from intrahepatic or 
extrahepatic obstruction of the portal system, and thus 
many conditions may be causative. In this case, throm- 
bosis of the splenic vein warrants consideration. Ex- 
tension of the thrombus into the portal vein may have 
been the event that preceded the rapid formation of 
ascites, and rupture of a small vein into the peritoneum 
may have been the cause of the hemorrhagic nature of 
the ascitic fluid. Furthermore, the bleeding into the skin 
of the abdomen could be due to thrombocytopenia. The 
diagnosis of Banti’s syndrome is thus suggested. How- 
ever, in Banti’s syndrome, cirrhosis is common, gastro- 
intestinal hemorrhage is frequent, and leukopenia is a 
constant feature. None of these was noted in this 
patient. Furthermore, it is most important to emphasize 
that enlargement of retroperitoneal lymph nodes and 
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focal nodularity of the spleen are apart from the mor- 
phologic changes of Banti’s syndrome. Because of this, 
and in the apparent absence of hypersplenism, the diag- 
nosis of Banti’s syndrome is discarded. We now come to 
malignant tumors of the spleen. Two possibilities are 


Fig. 1. Primary Hodgkin’s disease of spleen. 


reticulum cell sarcoma and Hodgkin’s disease. Both 
may occasion splenic enlargement of long duration with 
ascites, slight anemia, and regional lymph nodes in- 
volvement without cirrhosis or abnormality of the cir- 
culating leukocytes. It is extremely likely that reticulum 
cell sarcoma would be demonstrable in tissues over a 
wider region than the spleen and adjacent nodes after 
twelve years’ duration. Hodgkin’s disease, however, may 
affect the spleen primarily, and may be localized in that 
organ for a long period, extending slowly to adjacent 
lymph nodes. The liver may be normal, the leukocytes 
are often within usual range, and a slight anemia is 
consistent. Peritoneal involvement may occasion hemor- 


rhagic ascites, and emaciation is typical of this malig- 
nant disease. It is my opinion, therefore, that the infor- 
mation provided in this clinical record is most consist- 
ent with the splenomegalic type of Hodgkin’s disease. 


Diagnosis of Doctor Bullington 


Hodgkin’s disease of splenomegalic type 


Diagnosis of Interns 


Banti’s syndrome secondary to splenic vein thrombosis 


Anatomic Diagnosis (SLH-A-163) 


Primary Hodgkin’s disease of spleen with extension to 
diaphragm and involvement of pancreatic, gastric, and 
para-aortic lymph nodes 

Acute diffuse fibrino-purulent peritonitis 


Dr. J. C. SmirH: Autopsy examination revealed a 
spleen weighing 2,200 grams that was massively replaced 
with tumor (Fig. 1). A large central portion was ne- 
crotic. The tumor extended into the diaphragm and 
was found in retroperitoneal and intra-abdominal lymph 
nodes. Tumor was not identified in tissues other than 
the spleen, diaphragm, and lymph nodes. Histologic 
examination revealed the polymorphous cell structure of 
Hodgkin’s disease with characteristic Sternberg-Reed 
cells. The pronounced splenic enlargement with massive 
tumor replacement and the relatively slight involvement 
of lymph nodes and contiguous structures establishes on 
the basis of distribution, the primary nature of the 
splenic lesion. The massive fluid accumulation in the 
peritoneum was probably related to extension of tumor 
to that serosal surface. The intestinal tract was intact 
and the acute inflammation of the peritoneal serosa was 
a complication of the laparotomy. Death was attrib- 
uted to acute fibrinous peritonitis associated with pri- 
mary splenic Hodgkin’s disease. 





REPOSITORY FOR MEDICAL CERTIFICATES 


Because of the tragic losses of educational records and 
official credentials of physicians resulting from wars and 
natural disasters in the past, the tenth General Assembly 
of World Medical Association adopted a recommendation 
of its Council, approving establishment of a Central 
Repository for Medical Records. 


This action followed an extended study and con- 
sultation with other international organizations, none of 
which proposed to develop such a project themselves. All 
agreed it was urgently desirable and pledged their sup- 
port and co-operation to the World Medical Association 
in developing the plan. 


The national medical association in each country is 
to act as the “receiving agent” for the records of the 
doctors in that country, to verify such records, and to 


forward them to the World Medical Association 
Secretariat for deposit. The types of credentials to be 
legally recognized and eligible for deposit have been 
established, as well as a system of identification. A 
repository has been selected. Identification forms and 
detailed information will be furnished individual 
physicians through their national medical societies and 
their component units in the near future. 

The Central Repository Project has been developed 
in accordance with one of the World Medical Associa- 
tion’s chief objectives: “to protect the interests of the 
medical profession.”” The success of the enterprise will 
depend on the co-operation of the national medical 
associations, and ultimately on the participation of the 
individual doctor whose vital interests this undertaking 
is intended to protect. 





The Detroit Physiological Society 


Meeting of December 20, 1956 


ENZYMATIC ACTIVITY IN CELLS DURING 
CARCINOGENESIS 


BJARNE PEARSON 


The field of enzymatic histochemistry is approxi- 
mately 15 years old. During this time many of 
the earlier uncertainties have been resolved and 
methods have been improved. It attempts to dem- 
onstrate and interpret activity and energetics on a 
molecular level and to correlate this on a cellular 
level. 

The work to be reported here is limited mainly 
to the demonstration of enzyme activity in cells 
and tissues during carcinogenesis, normal growth 
and regression. The enzymes which will be dealt 
with are B-glucuronidase, nonspecific cholinester- 
ase, alkaline phosphatase, succinic dehydrogenase, 
and nonspecific esterase. 

Tissues to be studied are frozen to —70°C and 
cut in a Linderstrom Lang cryostat at —20°C 
at 5u. They are transferred to slides and kept in 
the cryostat until ready to go into their specific 
substrate. This procedure prevents loss of enzyme. 
Serial incubation times are used as well as stand- 
ard pH conditions and substrate concentration. 

The substrates used are (a) multiple reaction 
types, where the final product is inorganic, (b) azo 
compounds as naphthol esters coupled with stabel 
diazotates forming an insoluble organic compound 
and (c) single type reactions in which the enzyme 
changes the substrate to an insoluble chromogenic 
compound. The latter two have been modified 
and developed in this laboratory. They offer the 
best possibility for histochemical study of enzyme 
activity in normal and pathological tissue. Repre- 
sentatives of these are the iodo and nitro substi- 
tuted tetrazolium chlorides for the study of suc- 
cinic dehydrogenase activity and the bromo sub- 
stituted indoxyl esters for the study of nonspecific 
esterases and other hydrolytic enzymes. 

To study enzymatic histochemistry in tissue one 
has to be aware of the possibility of strain and 
genetic differences in animals with tumors and 
other pathological lesions. Two examples will be 
given. The first example is a survey of a series 
of animals with transplanted adenocarcinomas of 
the breast but of four tumors originating in their 
specific strains, one was high in B-glucuronidase 
activity and one was low. The enzyme activity of 
the liver and the kidney parallel the tumors. The 
next example is nonspecific cholinesterase assayed 
in ten strains of animals. The livers were high in 
three, intermediate in two and low in five strains. 
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During carcinogenesis of the liver produced by 
azo dyes there is a marked increase in activity of 
the enzyme alkaline phosphatase. Our study of 
several hundred tumors so produced showed that 
the increase in the enzyme was due to an increase 
in the bile ducts and vascular sprouts preceding 
tumor formation and that in the fully developed 
tumor only the vascularity accompanying the tu- 
mor showed enzyme activity. The tumor cells 
were negative for enzyme. In a series of induced 
carcinomas of the breast the alkaline phosphatase 
activity was present only in the luminal margins 
of the adenocarcinoma, scattered myoepithelial 
cells and vascular stroma. The solid areas of the 
tumor were negative. It was felt from this work 
that the role played by alkaline phosphatase during 
the formation of a carcinoma was that of trans- 
ference of materials across membranes for synthe- 
sis and secretion. The total enzyme activity of 
the tumor depended upon the magnitude of such 
surfaces. 

Several hundred tumors of the liver were stud- 
ied for succinic dehydrogenase activity. These 
were induced by azo dyes and sacrificed every 
month until the eighth month when all the ani- 
mals had developed tumors. Succinic dehydro- 
genase is present in normal liver cells, absent in 
normal and proliferating bile ducts, present in 
areas of cholangiofibrosis, present in the adeno- 
carcinomatosis portion and absent in the solid por- 
tion of the tumor. Methods were worked out by 
us to estimate the succinic dehydrogenase activity 
on a single 5u microscopic section. The lowering 
or absence of succinic dehydrogenase activity pre- 
viously reported by Schneider and Potter was due 
to the proportion of solid to adenomatous areas 
of the tumor and not necessarily due to the defect 
in the enzyme system as postulated by Warburg. 
Our conclusion was that you can have an equally 
malignant tumor with presence or absence of 
succinic dehydrogenase. 

Nonspecific esterase was demonstrated by means 
of a new 5-bromoindoxyl acetate synthesized in 
our laboratory. After hydrolysis by tissue esterase 
immediate oxidation to a highly chromogenic in- 
soluble 5,5 dibromoindigo takes place which is 
precipitated at the locus of enzymatic activity. 
Tumors which we have examined so far are devoid 
of nonspecific esterase activity. Nonspecific cho- 
linesterase activity was studied in a variety of tu- 
mors and anabolic and catabolic processes. Dur- 
ing rapid growth phase of the endometrial glands 
no enzyme activity was present but during secre- 
tory (or catabolic) phase the glands show marked 
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activity. In tumor growth the same phenomena 
occurs. During active growth in a carcinoma no 
enzyme activity is apparent but during regression 
of the tumor marked activity occurs. We have ex- 
pressed a hypothesis that this may be due to the 
adsorption of the enzyme to the areas of necro- 
biosis from the blood stream. 


SPECTROPHOTOMETRIC TITRATION OF 
SERUM AND SPINAL FLUID CALCIUM 
AND MAGNESIUM 


BENNIE ZAK 


A discussion of the several phases of the titration 
of calcium and magnesium in serum and spinal 
fluid has been investigated and these phases in- 
clude dye variance, constitution of the titrant, 
spectral studies and accuracy and precision of the 
determination. Both separate determinations of 
the individual cations of the same sample as well 
as the use of the difference between total divalent 
cation and either constituent are involved in the 
analyses. 


GLYCOPROTEIN PATTERNS OBTAINED 
BY THE ELECTROPHORETIC SEPARATION 
OF HUMAN SERUM ON STARCH 


OTTO W. NEUHAUS and MARCIA LETZRING 


A modification of the Elson and Morgan pro- 
cedure for hexosamines has been devised that is 
readily used in conjunction with zone electropho- 
resis on starch. Aliquots of the eluates from the 
starch segments were hydrolyzed, dried over KOH, 
and neutralized. The compound (s) formed by 
the hexosamines in the hydrolysate and acetylace- 
tone was extracted with isoamyl alcohol and an 
aliquot of this extract was then treated with Ehr- 
lich’s reagent. This procedure minimizes interfer- 
ences from hydrolysate color and non-glucosamine 
substances that frequently react with Ehrlich’s 


reagent. Each step involved in this procedure has 
been studied to establish optimal conditions, 

Protein and glycoprotein patterns were prepared 
with five normal individual sera and two pooled 
sera. Albumin, alpha-1, alpha-2, beta, and gamma 
fractions were evaluated planimetrically. Average 
values were obtained for hexosamine of 26.8 per 
cent in alpha-1, 33.0 per cent in alpha-2, 20.3 per 
cent in beta, and 19.8 per cent of the total in the 
gamma fractions. No significant hexosamine could 
be found in the albumin region. The average total 
hexosamine concentration for the sera used was 
88.0 mg/100 ml. 


THE SPECTROFLUOROPHOTOMETER AS 
A TOOL IN THE DEVELOPMENT OF NEW 
METHODS OF FLUOROMETRIC ANALYSIS 


JOHN F. R. KUCK, JR. 


With the spectrofluorometer, it is possible to 
examine with a high degree of resolution both the 
excitation spectrum and the fluorescent spectrum 
of any fluorescing solution. We have studied our 
standard method for the determination of total 
bile acid to show its deficiencies, and to attempt 
modifications which might improve it. Such at- 
tempts failing, we have developed a new procedure 
in which 0.1 millimole to 0.5 millimole of mixed 
bile acid (Cholic, deoxycholic, and chenodeoxy- 
cholic) is heated at 65° for 80 minutes with 10 
ml of 65 per cent sulfuric acid containing formal- 
dehyde in the ratio of 2 moles of HCHO to 1 
mole of bile acid. When such a mixture is excited 
at 365 my and the fluorescence measured through 
a yellow filter, each bile acid gives about the 
same molar yield of phosphor. This determination 
is of clinical value as a simple and rapid method 
for evaluating the efficacy of a portacaval shunt 
and for studies of biliary disease. It is valuable in 
research for the presurvey of experimental samples 
and for checking specific methods for the individ- 
ual bile acids. 


Meeting of January 17, 1957 


CHEMICAL AND IRRADIATION BONE 
MARROW DAMAGE AND ITS 
AMELIORATION IN RATS 


J. K. WESTON, R. E. MAXWELL, J. FINZEL, 
M. LEE and R. A. FISKEN 


Myleran administration to Holtzman rats in 
single, intravenous doses of 20 mg./Kg. uniformly 
produces severe bone marrow hypoplasia by the 
second week with over 90 per cent mortality be- 
fore fourteen days have elapsed. No evidence of 
marrow recovery is demonstrable during this pe- 
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riod by either chemical (DNA, RNA) or histologi- 
cal (total nucleated count, smear count, histologi- 
cal section) techniques. 

Single (or multiple) marrow injections of 125 
x 10° rat nucleated marrow cells on any day from 
the first through the fifth after Myleran marrow 
insult reduces the fourteen-day mortality to near 
zero and causes about a 70 per cent return to- 
ward a normal marrow as evaluated by the same 
chemical and histological criteria. Rats have sur- 
vived as long as 8 months in apparent good health 
following Myleran insult and single marrow trans- 
fusion as above. 
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Comparable marrow damage and mortality have 
been found to result following CO* gamma irra- 
diation at 800 r and the hypoplastic picture at 
14 days post-irradiation marrow insult can be ame- 
liorated to the same degree by similar rat marrow 
transfusion therapy. Comparable marrow and mor- 
tality results have been obtained at lower doses of 
irradiation where, of course, the mortality rate 
is much lower without treatment. 

Although the total nucleated cell counts are 
comparable between the 800 r irradiation and My- 
leran insults, the distribution of cell types is dif- 
ferent, particularly with regard to the lympho- 
cyte (?) population. 


ELECTRICAL ACTIVITY OF THE VISUAL 
SYSTEMS OF ANIMALS WITH PURE 
CONE RETINAE 


ERNEST GARDNER, M.D. Department of Anatomy 
Wayne State University College of Medicine 


Among mammals, pure cone retinae are appar- 
ently restricted to the Sciuridae, and in this fam- 
ily, ground squirrels are the most strongly diurnal. 

The present report, a preliminary one, is the 
beginning of a study of the visual system of the 
antelope ground squirrel, Citellus leucurus, from 
California deserts, carried out in collaboration with 
Dr. Frederick Crescitelli. 

C. leucurus is diurnal, has a pure cone retina, 
and relatively large optic nerves. The guinea pig 
by contrast has a pure rod retina, or nearly so. 
In these two species, studies were made of elec- 
troretinograms and visual cortex responses as 
evoked by flashes of light, in light and dark 
adapted states. 

The ERG of C. leucurus is characterized by a 
sharp a-wave, prominent b-wave of varying com- 
plexity, and positive “off” response. The ERG of 
the guinea pig also has a definite a-wave, a prom- 
inent b of varying complexity, a longer lasting 
c-wave, and, depending on state of adaptation, 
sometimes an “off” response. 


The cortical response in the guinea pig is mainly 
surface positive, sometimes diphasic. That in 
C. leucurus is mainly surface negative, sometimes 
with an initial, much smaller positivity. 

Although C. leucurus has a pure cone retina, 
there were changes after light adaptation. These 
were especially striking in the cortex. 

The following conclusions are offered, some 
very tentative, some more certain. 


1. The eye of Citellus leucurus has a pure cone 
retina. 


2. The ERG of C. leucurus is similar to that 
reported by Arden and Tansley for the grey squir- 
rel and souslik. That of a rod retina (guinea pig) 
does not differ greatly. 


3. The ERG of C. leucurus has a high thresh- 
old and shows definite changes during light and 
dark adaptation. 


4. The evoked response in contralateral cortex 
is mainly surface negative, complex in shape, and 
changes during adaptation are more marked than 
in ERG. 


5. There appears to be a marked neurological 
component in adaptation, probably mainly in 
retina. 


THE RELATION OF PRENATAL AND 
POSTNATAL AGE TO RADIOPHOS- 
PHORUS DISTRIBUTION IN THE RAT 


The relative uptake of maternally administered 
radioactive phosphorus, P**, at various times of 
gestation, will be presented and discussed in terms 
of the growth and specific growth curves of the 
intrauterine animal. The relative uptake of radio- 
phosphorus by specific organs and systems at vari- 
ous times in the fetal and postnatal rat will also 
be presented. An attempt will be made to corre- 
late these distribution patterns with the develop- 
mental processes at these various times of life. 
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THE SPECIAL SESSION 


For a year and a half, the medical profession has 
been the butt of a tremendous amount of mis- 
representation and criticism about the increases 
asked for Blue Cross, the Hospital Service plan. 
The doctors were quite freely blamed by certain 
pressure groups for what they called “abuses,” not 
recognizing that four interests were involved—the 
hospitals, the patients, and pressure groups in 
addition to the doctors. Delay of granting the 
rates requested prompted the Governor to appoint 
a Study Commission to hold open hearings and 
try to solve the problem, but no report has yet 
appeared. Newspaper publicity was very strong- 
ly tainted against the doctors. 

The CIO threatened to take measures to cor- 
rect the “Blue Shield insufficiencies,’ and or- 
ganized in Detroit the Community Health Asso- 
ciation, with the announced plan to offer to all 
who wished a medical service plan to cover 
“comprehensive” services—at a set subscription 
rate, with the guarantee there would never be any 
extra charges, Various meetings with invited per- 
sons, including physicians, established the evident 
threat to Medicine’s cherished voluntary, non- 
profit program. 

Recognizing the seriousness of the situation, 
the Council of the Michigan State Medical So- 
ciety authorized the calling of a special session 
of the House of Delegates, the policy-making body: 

1. To alert the medical profession to the com- 
petition facing Blue Shield (CHA; Government; 
Commercial Insurance). 

2. To retailor Michigan Medical Service con- 
tracts to meet said competition more adequately. 

3. To develop collective thinking among mem- 
bers of the profession as their only survival device 

a united front must be presented. 

4. To develop plans that satisfy the public 
(the ultimate judge), that are realistic and ac- 
tuarily sound. 


THE HAND WRITING 

The Blue Cross-Blue Shield prepayment pro- 
gram of assuring the best of medical care to the 
lower income population saved the private prac- 


tice of medicine from the double threat of an 
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unprecedented depression with no money to pay 
for medical services, and the very apparent wil- 
lingness of government to take over and run the 
health services by civilian rules and regulations— 
Wagner-Murray-Dingall. 

Many of our older practitioners fail to see the 
conditions as they are today, an entirely new 
medico-socio-economy, and refuse to conceive that 
government medicine can come.—All they need 
to do is look around. A large number of our 
younger physicians, graduated since 1939, have 
never experienced “hard times,” and do not be- 
lieve they can ever return—“government will 
never allow another depression.” That attitude is 
not new and has never protected us. 

Medical genius and willingness to sacrifice, 
faced with an intolerable problem, found the 
answer in the late 1930’s and gave us almost a 
score of years of contented, satisfying, unhamp- 
ered practice. The last three or so years have 
seen a complete change in socio-medical economy. 
The rewards for services have been good, the 
hours favorable, and an “established” practice al- 
most for the asking. 

But times were too good, obstacles too few, and 
our medical men discovered that because of “‘pre- 
paid insurance” their patients could have the 
abundant and available best medical attention. 
All facilities for diagnosis and methods for con- 
venient care were used—“insurance will pay, so 
why not order everything we might need?” Not 
a thought as to who pays—the patient always for 
his premium costs must be boosted to pay the bills. 
Too many physicians forget that Blue Shield 
is their own creature, their own pocket-book. Blue 
Shield is not insurance (by the enabling act) ; 
it is our own medical services which we are selling 
for a prepaid fee to our patients. Blue Shield is 
the Michigan State Medical Society. 

Our patients, up to the $5,000 income level, 
are now in the same relative condition as were 
those in the $2,500 level when Blue Shield was 
born, There are some flaws which have been 
pointed out to us by various interests which, if 
not corrected, threaten to bankrupt Blue Shield 


and Blue Cross. For three or four years, the 
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Professionalism: Our Greatest 
Value to Patients 


All doctors of medicine are different, and no single com- 
posite face will fit them all... but it can be said that they are 
all products of their profession. And the key to understanding 
them and their work and the value that they are to their 
patients lies in that word “profession.”” The “professionalism” 
of the doctor is the one factor that makes his service of 
greatest value to the patient. 

It is because the doctor is a professional man that the pa- 
tient can confidently and confidentially reveal his secrets to 
him. 

It is because the doctor is a professional man that the 
patient can accept his decisions as being directed solely to- 
ward the best interests of the patient and dictated by no 
ulterior motives. 

It is because the doctor is a professional man that the pa- 
tient can be assured that his doctor has access to all the 
knowledges of every other doctor because there can be no 
secret remedies practiced by any doctor of medicine. It is be- 
cause the doctor is a professional man that every patient can 
be assured that when the real need arises, he will receive the 
best treatment the doctor can offer regardless of payment. 

It is because he is a professional man that no doctor will 
decrease his quality of treatment, regardless of payments in- 
volved. It is because of these professional attributes and 
standards, plus the pride of the doctors in their profession, 
that the Michigan patient can have the best medical care in 
the world. 


Lich aba MA 


President, Michigan State Medical Society 
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medical leaders, officers of Michigan State Medical 
Society and of Michigan Medical Service, have 
pointed out practices which are reprehensible 
(with apparently little heed from medical men). 
Hospitals, in their fight for survival, patients who 
demand extra or increased service and pressure 
groups of various kinds must also accept respon- 
sibility for some of the abuse. 

Is there any excuse for the physician who for 
a submucous operation, submits his hospitalized 
patient to a complete periodic health examination 
including gastro-intestinal, x-ray series, BMR, 
EKG, and blood studies amounting to about $150 
worth of extra laboratory expenses? How about 
the girl with hives who spends three days in the 
hospital with complete gastro-intestinal examina- 
tion, x-ray survey, EKG, gastric and feces study, 
besides a complete physical and blood study? How 
about any diagnostic or acute case in which the 
patient has been given the whole gorment of ex- 
aminations? Isolated cases? If they only were! 
Our record committees say the same men con- 
tinue the same offenses day after day. Some 
method must be found to obviate these gross 
abuses among our doctors. Studies show that 
over 90 per cent of doctors never commit these 
errors. 

Continuation of absolute heedlessness in our use 
of Blue Shield could abolish the whole voluntary, 
medically controlled, prepayment of medical ser- 
vices. Only two outcomes are then possible. The 
job of insuring will be done privately and commer- 
cially, but will not be medically controlled, or 
publicly by government-socialized medicine— 
which is now on the rocks in England. 

Medical officers are again visiting every section 
of the state trying to carry the message to each 
and every member, hoping that each one of our 
members will attend and be convinced. 

Several years ago the late Senator Vandenberg 
told us, “If Blue Cross and Blue Sheid fail— 
socialized medicine will take charge.” 


MEDICAL EDUCATION WEEK 


The week of April 21-27, 1957, has been desig- 
nated as Medical Education Week by six organiza- 
tions keenly interested in free, unhampered use 
of our medical teaching facilities: (1) Associa- 
tion of American Medical Colleges, (2) Ameri- 
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can Medical Association, (3) American Medical 
Education Foundation, (4) National Fund for 
Medical Education, (5) Students American Medi- 
cal Association, and (6) Women’s Auxiliary of 
the American Medical Association. 


Several years ago, authoritative studies deter- 
mined that our medical schools at that time 
desperately needed an additional $10,000,000 a 
year to cover their needs and to maintain inde- 
pendent instruction. It was feared government 
grants which were being offered could lead to 
domination. Graduates were urged to make 
private gifts to the cause or to their own Alma 
Mater. 


Too little was obtained, but the unemcumbered 
sums have allowed most of our medical school 
Deans to retain desirable teachers, and to set up 
research problems of great value. Drs. Fursten- 
berg and Scott at our “Dean’s Conference” sev- 
eral years ago were glowing in their praise of this 
facility. 

Medical Education Week offers us another op- 
portunity to each to pay his tribute to his Alma 
Mater or to medical education in general. The 
month of April is a good one to remind ourselves 
of a duty and a privilege of making tax-free 
donations to what is probably the most important 
feature of education. 


Michigan also has its own Foundation for 
Health and Medical Education, doing a worth- 
while job of helping medical students to stay 
medical students. This, too, is a worthy objec- 
tive. Earl I, Carr, M.D., Lansing, is President 
of this organization, Wm. M. LaFevre, M.D., 
Muskegon, Councillor for the Eleventh District, 
suggested that we all make a habit of a birthday 
or anniversary gift to any one or both of our 
special programs: Medical Education, The Michi- 
gan Foundation. The World Medical Association, 
organized to further independent medicine 
throughout the world and to combat communistic 
threats, is another worthy group to which we 
should send our $10 memberships. 


All this reminds us that Michigan is not pro- 
ducing enough doctors of medicine to supply all 
needed service to the people of this state. Our 
State Legislature is in session, and Wayne State 
University Medical School is asking for money 
to hire teachers and thus add another fifty doctors 
to our capacity and ability to serve our needy 
people. 
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MEDICARE TODAY 


The Medicare program has now been in opera- 
tion four months. Numerous problems have arisen 
and are being negotiated as they occur. Some 
of the rules do not work, and some services which 
most of the doctors and patients thought were 
covered must be paid by the patient, if at all. 
Office and home calls, except maternity, are not 
included. 

General Paul R. Robinson, representing the 
Army, gives some interesting facts. Army depend- 
ents make up 25.5 per cent of medical claims; 
the Navy, 30.1 per cent; the Air Force, 42.7 per 
cent, and Public Health Service, 2.7 per cent. 

All State Medical Societies are participating, 
except Rhode Island, where the Army is paying 
the doctors directly, and Ohio, where no agree- 
ment could be arranged and where an insurance 
company is handling the physicians’ statements. 

All the States will be asked to extend their 
programs beyond July 1, 1957, until they may be 
renegotiated at the rate of five per month. 


CANCER CONTROL INVENTORY 


American business takes time out each year to 
make an inventory of the past twelve months of 
operation. We, in medicine, and more particu- 
larly in the field of cancer, can profit by a critical 
self-analysis of our past years of work. 

Through the program of lay and professional 
education, more lives are being saved. Cancer 
is seen and diagnosed earlier. There is more 
effective utilization of our treatment methods. 
Business and industry have a greater awareness 
of the toll cancer takes not alone in human lives 
but in lost time, lost production. Educators have 
found that the Junior High School level is not 
too young to begin the story of cancer. 

The American Cancer Society, appreciative of 
the great need for a more active fight against 
cancer, has seen fit to re-appraise its research 
program, More funds must be channeled into 
research if we are to win the battle of cancer. 
True, the program has grown tremendously the 
past ten years, from about a million dollars to 
more than fifty million this year. 
like quite a sum, yet there are departments of 
government spending many times more on re- 
search. This represents only a drop in the bucket 
to what industry allocates to research for im- 
provement of its products. We must furnish the 
tools, the space, and the climate for the researcher. 
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As physicians, we are keenly aware of the attack 
on cancer through the use of chemicals. This 
vast field is being systematically explored through 
research. On the other hand, Dr. Wendell M. 
Stanley, Director of the Virus Laboratory of the 
University of California, stated at the Third Na- 
tional Cancer Conference, “The experimental 
evidence now available is consistent with the idea 
that viruses are the etiological agents of most, if 
not all, cancer, including cancer in man.” Here, 
too, we see a great field for research. There 
have been pilot studies on the early diagnosis of 
uterine cancer through the use of cervical smears. 
These studies have shown conclusively the need 
for a broad acceptance of the cytological tech- 
nique in the early diagnosis of cancer, Through 
the many avenues of research, we, as physicians, 
can be proud of the contribution science is making 
in the crusade against cancer. 

The newly established Scientific Advisory Coun- 
cil of the American Cancer Society passes on all 
research programs. They point the way. 

The immediate future has many facets from 
the test tube of the chemist, the microscope of the 
pathologist, the scalpel of the surgeon on to mul- 
tiple million volt radiation therapy. Our inven- 
tory of the past shows progress; our predictions 
for the future are most hopeful. 

Cancer CoorDINATING COMMITTEE 


OUR CHALLENGE 

The past ten years have seen a tremendous in- 
crease in activity to control and eradicate the 
various forms of cancer. As the result of the 
organized educational campaigns of the medical 
profession and the American Cancer Society and 
even in this brief span of time, many physicians 
are seeing substantial improvement in mortality 
and morbidity from many malignant tumors. In 
spite of this ray of hope, however, much remains 
to be done if cancer is to be completely conquered. 
Furthermore, much more can be done if the 
medical profession will more adequately and ef- 
ficiently use the knowledge now in its hands. 

Delay in the diagnosis of cancer has always 
loomed large in the unsuccessful treatment of 
many forms of this disease. The forty-year cam- 
paign of the American Cancer Society has been 
largely responsible for the considerable improve- 
ment in public knowledge about cancer, thus re- 
ducing delay which is the fault of the patient. 
Cases where the physician is at fault are appar- 
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ently or actually increasing, according to the re- 
port by Leach and Robbins from Memorial Hos- 
pital in New York City. With optimum applica- 
tion of the readily available techniques of diag- 
nosis and treatment, it is estimated that at the 
present time, five-year survivals could be im- 
proved by 10 per cent for skin cancer to more 
than 60 per cent for rectal cancer, Reliable 
estimates indicate that the number of cured cases 
of cancer could theoretically be more than doubled 
—this with our present knowledge of the disease. 

Furthermore, we must emphasize that it is pos- 
sible to identify the presence of a number of im- 
portant cancers in advance of their usual signs 
and symptoms through the application of a few 
simple procedures adapted to office practice—an 
enterprise known as cancer detection. Here, we 
must stress the importance of thorough examina- 
tion of female breasts, the routine use of the 
Papanicolaou smear test and the digital and proc- 
tosigmoidoscopic examination of the rectum. The 
examination of well persons does disclose unsus- 
pected “silent” cancer in eight of every 1,000 
persons unselected as to age, the rate rising with 
age to thirty-five per 1,000 among those over sixty. 

One may well ask, “Is this yield worth the 
time, effort and expense?” Admittedly, this kind 
of scrutiny of presumably well people might be 
tedious for those who prefer to open boils and 
give injections as most of us do. There are many 
examples of why the concept of cancer detection 
in its preinvasive stages must be practiced by all 
physicians if we are to make progress against 
this common enemy. 

Cancer of the cervix, the chief cause of death 
from cancer among women, is 100 per cent cur- 
able when adequately treated in the noninvasive 
stage, which is now identifiable by the simple 
Papanicolaou smear. Cancer of the lung is found 
to be localized—nearly equivalent of curable— 
seven times more often in patients whose tumors 
are discovered in a “routine” chest x-ray examin- 
ation than in patients who need a chest examina- 
tion because they are coughing or having chest 
pains and other symptoms. Cancer of the rec- 
tum can be felt in most cases and can be seen 
through the proctoscope in all when it is no 
bigger than a pencil’s eraser, before bleeding, 
diarrhea and tenesmus occur—when seven or 
eight in ten may look forward to cure. This 
challenge is clear. To withhold prophylactic ex- 
amination is to jeopardize life. 
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Recent clinical research has demonstrated 
growth-restraining properties of a number of hor- 
monal and chemotherapeutic compounds, natural 
and synthetic, in advanced cancer of the prostate, 
breast cancer, Hodgkin’s disease and other malig- 
nant lymphomas, acute leukemia and multiple 
myeloma. The list of these agents is not long, 
their range is limited, and their effects transitory. 
Yet, in selected cases, they do accomplish what 
was not possible five and eight years ago. 

They, together with hematinic agents, vitamins 
of every known kind and in nearly every con- 
ceivable combination, nutritional adjuvants, seda- 
tives, narcotics and hypnotics offering variety in 
dynamics and duration, make the management 
of terminal illness more effective for the patient 
and more satisfying to the doctor than it has 
even been before. Furthermore, it is our duty 
under the Oath of Hippocrates to use any or all 
of these agents to alleviate pain and suffering and 
thus forestall patients and relatives from seeking 
out the charlatan and quack who only raise false 
hopes and extract uncountable quantities of money 
solely for their own gain. 

The challenge, then, to every physician and 
especially to the general practitioner is to accept 
his pivotal place in the contemporary effort to 
reduce deaths from cancer, to accommodate in 
his services any and every practice for achieving 
the earliest possible recognition of cancer, and 
finally, backed by the numerous fruits of modern 
pharmaceutical and clinical research to enable 
his patient to approach death from cancer in 


dignity and in comfort. 
C. ALLEN Payne, M.D. 


POLIO DISCUSSION 


It had been our intention to publish an article 
in the March, 1957, issue of THE JouRNAL by 
M. V. Veldee, M.D., of the Stanford Research 
Institute, Menlo Park, California, entitled “Polio- 
myelitis Vaccine: Problems in Processing and An- 
tigenic Value,” which he presented to our Michi- 
gan Clinical Institute in March, 1956. 

In the face of a rapidly changing problem and 
constant research, Dr, Veldee has requested that 
his paper not be published at this time, but that 
instead, we call your attention to Dr. Rutstein’s 
discussion of the problem in the February, 1957 
issue of Atlantic Monthly, which accurately and 
clearly presents the polio vaccine problem as it 
now exists. 
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Code of Procedures and Ethics Relating to Autopsies 


Purpose 


The performance of autopsies is essential to the wel- 
fare and protection of the public and to the advancement 
of medical science. All who are concerned with the 
performance of the autopsy must serve the interest of 
the relatives or friends of the deceased with respect to 
the care of the body. In connection with the autopsy, 
therefore, the hospital, the pathologist, and the funeral 
director agree to discharge their responsibilities on the 
highest professional standards, and to promote mutual 
trust, confidence, and good will. 

Toward this end, the present Code has been arranged 
by agreement between the Michigan Funeral Directors 
Association, the Michigan Hospital Association, the 
Michigan Pathological Society and the Michigan State 
Medical Society. 


This code shall not supersede any agreement made 
between local groups of funeral directors, hospitals 
or pathologists. 


Responsibilities of the Hospital 


Preparation of the Body.—In the preparation of the 
body, the head and shoulders should be elevated to 
prevent postmortem lividity in these exposed parts. The 
arms should be crossed over the trunk and held by 
cotton-padded strips of gauze above the elbows but 
not at the wrists. The eyes should be closed but 
nothing should be placed under the eyelids. The 
mouth should not be closed. (Strips of gauze used for 
this purpose leave objectionable marks.) Surgical 
dressing should be left in place. The body should be 
covered but not wrapped, and when possible kept 
refrigerated at 38 to 40° F. 

Interest of Hospital in Autopsies—The autopsy is 
performed as a public service and in the interest of 
science. It represents a considerable cost to the 
hospital. 

Permission for Autopsy—Permission should be secured 


Note: The provisions and wording of this tentative 
draft were agreed upon by the following representatives 
of the designated organizations at a meeting held on 
November 29, 1956, at the Wayne County Medical 
Society, 4421 Woodward Avenue, Detroit. 

Mr. Harold Dumancia and Mr. H. C. Burrell, Michi- 
gan Funeral Directors Association 

Dr. James T. Howell and Dr. F. W. Hyde, Michigan 
Hospital Association 

Dr. Lawrence W. Gardner, Michigan Pathological 
Society 

Dr. John W. Robuck, Committee on Pathology, Wayne 
County Medical Society 

Dr. S. E. Gould, Michigan Pathological Society and 
Michigan State Medical Society 

Adopted by Michigan Funeral Directors Association, 
Inc., Michigan Hospital Association, Michigan Patho- 
logical Society, and Michigan State Medical Society, 
March 15, 1957. 
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with the least practicable delay. A suitable legal form 
should be used and properly witnessed, a copy of 
which shall be made available to the person granting 
permission. In general, a complete autopsy includes 
examination of the brain and organs of the neck, as 
well as the contents of the thoracic, abdominal and 
pelvic cavities. In requesting permission for autopsy, 
the nature and the extent of the autopsy should not 
be misrepresented; the hospital staff shall not use 
coercion or threaten to designate the death as a 
“coroner’s or medical examiner’s case,” or refuse to 
sign the death certificate, if the cause of death is 
known. 


Notification.—The hospital administration should 
notify the pathologist as soon as the autopsy permit 
is signed. As soon as the hospital learns the name 
of the funeral director, the hospital shall notify him 
that an autopsy is to be performed and that the body 
will be ready for delivery at a specified time. In order 
to obviate any inconvenience to the family of the 
deceased and in order to facilitate the funeral arrange- 
ments, it is essential that every effort be made to ex- 
pedite the autopsy and permit the body to be delivered 
to the funeral director with a minimum of delay. Ver- 
bal and written notification shall also be given of any 
unusual hazard in handling of body, such as from gas 
gzngrene or radio-activity. 

Every effort should be made for the prompt com- 
pletion of the death certificate or transit-permit. 

When a promise has been made to relatives that they 
will be informed of the autopsy findings, the person 
making the promise should notify the pathologist of the 
name and address of the family physician or attending 
physician to whom the findings should be mailed. This 
physician will then be in a proper position to interpret 
the clinical manifestation of disease in the light of 
the autopsy findings. 


Responsibilities of the Funeral Director 


The funeral director (and embalmer) recognizes that 
his work is usually simplified in a body. 

The funeral director (or embalmer) shall co-operate 
in every way with the hospital in requesting permission 
for autopsy; he shall assist the hospital in locating 
relatives in order to obtain permission for autopsy. It 
shall be deemed improper for a funeral director (or 
embalmer), by any manner or by implication, to dis- 
suade the family from granting permission for an 
autopsy or to influence the family to change its mind 
after permission has been given. 

It shall be considered unethical for a funeral director 
or embalmer to make a specific charge to the family 
because of preparation of a body following autopsy. 
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AUTOPSIES 


In order to correct misunderstanding or prevent 
possible criticism from any source, it is understood that 
the funeral director and the pathologist will com- 
municate with each other at once if any question is 
raised in connection with the performance of an autopsy. 

The funeral director should telephone the hospital 
to inquire when the autopsy will be completed, rather 
than call or have his attendant call at the hospital, 
without notice, to remove the body. 

As a convenience to the family and as a courtesy 
to the pathologist, the funeral director, upon receipt 
of legal form granting consent for autopsy, will permit 
autopsies to be performed in the funeral home. 


Responsibilities of the Pathologist 


The autopsy shall be performed and the body made 
ready for delivery to the funeral director with the least 
practicable delay. 

In some instances arterial embalming may be per- 
mitted (in the autopsy room, morgue, funeral parlor), 
before autopsy. However, such embalming interferes 
with the proper performance of the autopsy, as in sep- 
ticemia, bacterial endocarditis, or suspected poisoning 
since there may be no way of knowing in advance if 
any of these conditions are present. 

If delay is anticipated by the pathologist in per- 
formance of the autopsy, the funeral director should 
be notified so that the time of delivery of the body 
to the funeral director will be mutually satisfactory. 
If permission for autopsy is obtained after 4:30 p.m., 
the body should be ready for delivery by 11:00 a.m. 
of the next day; if permission for autopsy is obtained 
by 10:00 a.m., the body should be ready for delivery 
by 4:00 p.m. of the same day; if consent is obtained 
between 10:00 a.m. and 4:30 p.m. the body should 
be ready for delivery within 6 hours. It is obvious 
that the permission for autopsy must be delivered to the 
pathologist immediately after it has been obtained. 

If any unusual procedure is found necessary for the 
proper performance of the autopsy, which may interfere 
with the work of the embalmer, the pathologist shall 
attach a note to the body or telephone the funeral 
director to explain the need for the procedure. Notifi- 
cation shall also be given of any unusual hazard in 
handling of body, such as from gas gangrene or radio- 
activity. 

The pathologist should transmit his findings of the 
cause of death to the attending physician or responsible 
hospital medical officer as soon as possible to facilitate 
prompt competion of the death certificate or transit- 
permit. 


Mutual Responsibilities 


All hospitals, pathologists, and funeral directors (and 
embalmers) shall periodically instruct all members of 
their staffs, employes, or agents who are concerned with 
these recommendations to enable them to carry out 
these provisions intelligently and efficiently. (In hos- 
pitals, this personnel will include administrative and 
office employes, nursing and medical staff, telephone 
operators, orderlies, and morgue attendants.) A copy 
of these provisions shall be posted in a conspicuous 
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location or made available to the personnel concerned. 

It is recommended that this Code be incorporated in 
the curriculum of all schools of embalming, mortuary 
science, medicine and nursing in the State of Michigan. 


Recommended Procedures in Autopsy 


A “Y” incision is recommended for routine use, both 
in males and females. In females, the incision should 
be made below the breasts along the normal folds, and 
should not extend laterally beyond the anterior axillary 
lines. 

Should it be necessary to turn the body over in 
examining the spinal column, the forehead should be 
placed on a support sufficiently high to prevent the face 
from touching any surface. The entire face, and par- 
ticularly that portion of the forehead resting against 
the support, should be protected with a heavy cotton 
pack. 


Cranial Examination.—Special care should be taken 
to preserve the normal facial features. A _ transverse 
incision in the scalp should be made from behind one 
ear, across the vertex (but not anterior to it), and to 
a point behind the other ear. In the removal of the 
calvarium, the temporal muscles should not be excised ; 
instead, a single horizontal cut should be made through 
the thickest portion of each muscle and the incised 
portions bluntly reflected toward the cephalic and 
caudal attachments. The lines of sawing of the 
calvarium should be arranged to avoid over-riding by 
the replaced bone. One recommended procedure is to 
saw the occipital bone as far posteriorly as possible, 
leaving an inverted V-shaped or square projection on 
the remaining portion of the bone. Laterally the ex- 
cised calvarium in the region of the mastoid process 
of each temporal bone should form an obtuse angle. 
If autopsy is performed prior to arterial embalming, the 
ends of the internal carotid and vertebral arteries should 
be left as long as possible and ligated prior to removal 
of the brain. Unless other arrangements are agreed 
upon locally for restoration of the cranial cavity, the 
latter should be left open. A few sutures in the scalp 
will hold the skull cap in place temporarily. 

The nature of the autopsy will determine the extent 
of the examination. In general, certain precautions 
should be followed: 


1. Incision in the posterior or lateral abdominal or 
thoracic wall should be avoided. 


2. Surgical incision near the midline should be 
utilized as far as possible. 

3. The breast plate should not be removed partially 
or retracted against the face. It should be disarticulated 
at its clavicular junction and be removed completely. 
At the end of the autopsy it should be replaced. 

4. Long stumps and long ligatures should be left 
on the main arteries arising from the arch of the aorta. 
If tissue is to be removed from the neck regions for 
examination, the carotid and subclavian arteries should 
remain intact and major branches should be tied. If 
the trachea and larynx are to be removed, the superior 


JMSMS 





af 


~ - © FF rt 


AUTOPSIES 


thyroid arteries should be ligated close to the external 
carotid arteries. 

5. The external iliac arteries should not be ligated 
but long stumps should be left so that they may be 
used for injection in embalming the inferior portions 
of the body. The internal iliac arteries should not be 
removed unless necessary. 

6. If it is desired to remove a section of an artery 
of an extremity, the artery should be ligated beyond 
the cut ends prior to removing the section, unless the 
body has been previously embalmed. 

7. The testes should be removed through the inguinal 
canals. 

8. In removing the rectum, the anal stump should 
be ligated and care should be taken not to cut the 
rectum too close to the anus, The pelvic floor should 
not be cut. 

9. If the entire uterus is removed, the vaginal canal 
should be closed by properly placed 
sutures, best applied externally. 

10. As far as possible, all fluid shall be removed 
from the body cavities. 

11. Depending upon local preference and agreement, 
after examination the organs may be inserted within 
plastic bags and placed within the body cavity, and the 
main incision then approximated with a running suture. 

12. Tissues such as corneas, eyes, skin, bones, and 
blood vessels which are to be used for special purposes, 
ether than for pathologic examination, shall be retained 
by the pathologist or the hospital, providing special 


““‘purse-string” 


permission has been obtained. The embalmer should 
appreciate that the removal of some tissues, such as 
skin, may pose an additional problem for him. 


Adjustment of Complaints 


If any violation of this Code occurs, the matter should 
not be discussed with the family of the deceased but 
instead an effort to adjust the differences should be 
made promptly by the funeral director, the pathologist 
and the hospital concerned without any discussion with 
the family of the deceased, or by a local co-ordinating 
committee appointed for this specific purpose. 

If agreement is not reached through such efforts, the 
violation may be referred to the State Committee on 
Autopsies. This committee should be selected annually 
and should be composed of one member selected by 
each of the following organizations: Michigan Funeral 
Directors Association, Michigan Hospital Association, 
Michigan Pathological Society, and Michigan State 
Medical Society. All complaints should be submitted to 
this committee in writing. Decisions and recommenda- 
tions made by the committee with respect to complaints 
considered by the committee should be transmitted to 
the organization concerned for appropriate action. 
Should a member of the committee be involved in a 
dispute and such dispute be referred to the committee 
for investigation, an alternate member should be selected 
from the organization which he represents to take his 
place temporarily on the committee. 





CIVIL DEFENSE MEDICAL ORGANIZATION 


At a recent meeting of the Committee on National 
Defense, C. A. Anderson, M.D., reported on the Detroit 
Area Evacuation Plan which concerns itself with the 
care of evacuees and the care of casualties. It is felt 
that current planning and training programs are 
adequate. There are now fourteen training cadres 
meeting in the Detroit metropolitan area, six advance 
courses, approximately forty-two persons in each class. 

Recently, seven counties met regarding co-ordination 
of medical civil defense activities in the down-state area. 

Max L. Lichter, M.D., speaking on evacuation, stressed 
the need to plan for evacuation until some other better 
plan is introduced. The current planning is that with 
a warning or an alert time, an attempt will be made 
to get as many people out of the area as possible. There 
is a need to rendezvous personnel and some periphery 
area—doctors, nurses, dentists, and others trained to 
aid in case of a disaster, There is a need to plan how 
to utilize other professional personnel in areas to which 
the population has moved, and how to care for the 
evacuees, and development of plans for a hospital system. 

The Committee was informed of some basic premises 
of its September, 1956, report, stating that an attack 
is possible; the aiming point could involve an error of 
possibly 20 miles and the mission of an enemy still be 
accomplished through radio-active fallout within the 
area of the point of impact based in some degree upon 
wind direction, speed, et cetera. Trained cadres for 
portable emergency hospitals, and casualty care stations 
are necessary and infirmary type units for continuing 
care of casualties. It is planned to publish a road map 
of Detroit and the area indicating assembly points and 
a proposed buffer zone between 15 and 25 miles from 
the central point of the City of Detroit. After discus- 
sion, a resolution was presented by J. S. Lambie, M.D., 
as developed by representatives of the medical societies 
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and civil defense medical services of seven southeastern 
counties of Michigan. 

WHEREAS, today’s weapons of war are of such magni- 
tude that they transcend political boundaries, that the 
effects of such weapons will greatly concern geographical 
areas and populations far beyond the limits of physical 
damage, and 

Wuereas, the capabilities, efficiency and uniformness 
of civil defense forces and plans would be tremendously 
strengthened to prepare to meet the demands on the 
medical profession of perhaps hundreds of thousands of 
casualties caused by a military attack on the above 
mentioned area, and 

WuHereAs, this target area has great problems of 
common concern which require intensive co-ordination 
and planning; and, eventually, operational control, 
therefore be it 

RESOLVED, That we the representatives of the medical 
societies and civil defense medical services of the counties 
of Livingston, Macomb, Monroe, Oakland, St. Clair, 
Washtenaw and Wayne do hereby appoint a committee 
composed of Max Lichter, M.D., William Henry Gordon, 
M.D., John E. Griffin, or designee, Major General Clyde 
E. Dougherty, or designee; with Paul J. Shafer as Secre- 
tary, whose function shall be to establish a committee 
composed of a representative of the Public Health Office 
and the civil defense medical services of the respective 
counties, whose duties, in turn, will be to solicit the 
sanction, endorsement and support of the Inter County 
Board of Supervisors Committee, the Michigan State 
Medical Society; and to promote the establishment of a 
seven-county civil defense medical organization and 
operational plan, which shall be in conformity with the 
general civil defense planning of the State of Michigan. 
Representatives of additional counties may be added at 
a later date, if regarded desirable. 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 





POLIO CASES AND DEATHS IN 1956 


Analysis of polio cases and deaths in Michigan in 
1956 shows that both dropped sharply, compared with 
totals for 1955. There were 656 cases and twenty-three 
deaths in contrast to the 1,177 cases and thirty-one 
deaths in 1955. 

Both cases and deaths shifted away from the age 
group that has received maximum protection through 
vaccination, children of fourteen and under. 

Of the twenty-three Michigan persons who died from 
polio in 1956, none had received vaccine. Stated in 
another way, no person in Michigan who had received 
any portion of the three-shot polio immunization series 
died from this disease during 1956. 

Of the 656 polio cases reported to the state health 
department in 1956, a total of 308 (47 per cent) were 
paralytic cases. This follows the average division be- 
tween paralytic and non-paralytic cases in previous 
years. 

Of the 308 paralytic cases in 1956, a total of 194 
(63 per cent) were in the best protected age group, 
children from birth through fourteen. In _ previous 
years, 70 per cent or more of the paralytic cases oc- 
curred in the fourteen and under group. Three per cent 
of the 1956 paralytic cases occurred in persons over 
thirty-five years old. The oldest person to die from polio 
in Michigan last year was fifty-four. 

Of the twenty-three deaths from polio in 1956, a total 
of eight (35 per cent) were in the fourteen and under 
age group. Prior to 1956, about 45 per cent of the 
polio deaths were in this age group. 

The 1956 polio record was the best in Michigan since 
1947, when 646 cases and twenty-nine deaths were 
reported. The state’s worst polio year was 1952 when 
there were 3,912 cases and 213 deaths. 


VENEREAL DISEASES NOT DECREASING 


The continued high incidence of syphilis and gonor- 
rhea in Michigan and their prevalence among teen- 
agers are highlighted in figures compiled recently in 
the state health department. 

The venereal diseases are not going down. New cases 
of syphilis totalled 4,865 in 1955, a slight increase over 
the 1954 total. Gonorrhea cases in 1955 numbered more 
than 10,000, highest since the post-war record of 1947. 

Of equal signifiance is the age group in which cases 
of both syphilis and gonorrhea occurred. Twelve per 
cent of the early, infectious syphilis was in persons 
fifteen to nineteen years of age. About one out of six 
new cases of gonorrhea were reported in this age 
group, a total of 1,627 cases. 

A survey in one of the large school systems has dis- 
closed that venereal disease among school pupils, begin- 
ning at eleven years of age, has increased by about 100 
per cent in the past fourteen years. And most of this 
increase is in active, infectious disease. 
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Practicing physicians are reporting six of every ten 
new cases of syphilis but less than three of every ten 
new cases of gonorrhea. 

Both physicians and VD clinics are finding that peni- 
cillin reactions are much more frequent than in the 
past. When a reaction occurs, other, less effective, 
drugs must be used. There has been, for the first time 
so far as we know, definite proof that some strains of 
gonococci are penicillin-resistant. 


TRAINING FOR TEACHERS OF 
EXPECTANT PARENT CLASSES 


The department is continuing to assist communities 
interested in offering expectant parent classes by helping 
in the training of teachers. 

An Institute for Teachers of Expectant Parent Classes, 
sponsored by the department and the Clara Elizabeth 
Fund of Flint were held at Gull Lake on April 10 to 
12. In addition to Michigan specialists in expectant 
parent education, the faculty will include Kate Hyder, 
well known for her teaching in maternity nursing at 
Yale University and at Teachers College, Columbia. 


TRAILER PARK SURVEY IN PROGRESS 


A survey of trailer parks in Michigan has been in 
progress for several months, carried on by the division 
of engineering of the state health department. The 
survey has already covered thirty-three counties and 
work is being done in the southeastern counties. 

The purpose of the survey is to obtain information 
which should be of help to park operators and those 
responsible for the administration of laws and ordinances 
pertaining to the installation and operation of such 
parks. 


RADIOACTIVE FALLOUT IN LANSING AREA 


Since April, 1956, the Michigan Department of 
Health has been measuring the radioactive fallout in the 
Lansing area. Because of public interest in the subject, 
reports have been made routinely to the press. These 
reports have been discontinued in view of the lack of 
variation in the figures. 

Records show that the radioactive fallout in the 
Lansing area has been slightly less this winter than it 
was last summer. The winter fallout is averaging 
1.68x 10-6 microcuries per cubic meter of air. Last 
summer’s average was 1.8x 10-6 microcuries. Readings 
during the two weeks preceding January 7 averaged 
1.75x 10-6 microcuries, about 1/200th of a dangerous 
dose for humans. 


Over 75 per cent of all tumors of the large bowel 
are within the reach of the palpating finger, and nearly 
85 per cent can be seen by the sigmoidoscope. 
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COMPREHENSIVE VAGINITIS REGIMEN 


Powder Insufflation 


Tablet Insertion 


Floraquin Rebuilds the Defense 
Mechanism in Vaginitis 


Combined office and home treatment with Floraquin 


provides a comprehensive regimen which encourages restoration 
of the normal “acid barrier” to pathogenic infection. 


Vaginal secretions normally show a high 
degree of protective acidity (pH 3.8 to 4.4). 
When this “acid barrier” is disturbed, growth 
of benign Déderlein bacilli is inhibited and 
that of pathogens encouraged. Floraquin not 
only provides an effective protozoacide and 
fungicide (Diodoquin®) destructive to path- 
ogenic trichomonads and yeast, but also 
furnishes sugar and boric acid for reestab- 
lishment of the normal vaginal acidity and 
regrowth of the normal protective flora. 
Suggested Office Floraquin Insufflation 

“... the vagina is treated daily by swab- 
bing with green soap and water, drying and 
insufflation of Floraquin powder.”* 


Apri, 1957 


Suggested Home Floraquin Treatment 

“The patient is also issued a prescription 
for Floraquin vaginal suppositories which 
she is instructed to insert high into the vagina 
each evening. On the morning following each 
application of these suppositories, the patient 
should take a vinegar water douche... .”* 

A Floraquin applicator is supplied with 
each box of 50 Floraquin tablets. G. D. Searle 
& Co., Chicago 80, Illinois, Research in the 
Service of Medicine. 


*Williamson, P.: Trichomonad Infestation, M. Times 84:929 


(Sept.) 1956. 
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CARBASED 


ACETYLCARBROMAL TABLETS 


Proved safe and effective by 6 years 
clinical use. 


Soothes the central nervous system, 
produces calmness without hypnosis. 


Non-toxic, non-cumulative, non-addict- 
ing, no known contraindications. 


Does not impair mental or physical 
function. 


Orally effective within 30 minutes for 
sustained action up to 6 hours. 


Economical. 


Indications: Tension, nervousness, 
anxiety and muscular spasm. 


Supplied: White round tablets 
Acetylcarbromal 5 gr. in bottles 
of 100, 1000. 


Write for samples and literature 





There's Always A Leader 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 








In Memoriam 





Charles E. Anderson, M.D., sixty-three, of Modesto, 
California, practitioner in Anvil for twenty-nine years. 
Born in Ironwood in 1893, he received his M.D. degree 
from the University of Michigan. Doctor Anderson was 
a member of the Michigan State Medical Society until 
1955 when he moved to California following his retire- 
ment because of ill health. He died October 28, 1956. 

* * a 

Lewis E. Bracey, M.D., eighty-four, Sheridan physi- 
cian for fifty-one years. Born in Greenville in 1872, 
he graduated from the Detroit Medical College in 1905. 
Dr. Bracey was a member of the Ionia-Montcalm County 
Medical Society, and a Life Member of the Michigan 
State Medical Society. He died January 20, 1957. 

* * 7 

Harvey F. Brown, M.D., fifty-six, of Detroit, former 
Notre Dame football star, had practiced in Detroit 
since 1928. Born in 1900, he received his M.D. degree 
from St. Louis University. Dr. Brown was active in 
Wayne County Medical Society affairs. He died Janu- 
ary 13, 1957. 

* * * 

Constantine A. Cetlinski, M.D., sixty-two, former 
Hamtramck councilman and health director. Born in 
1895, he was a member of the Wayne County Medical 
Society and the Michigan State Medical Society. He 
died January 2, 1957. 


* + * 


Robert P. Coseglia, M.D., forty-seven, of Grosse 
Pointe Park. A staff member of Holy Cross, Doctor’s, 
Detroit Memorial, St. John and Saratoga General Hos- 
pitals, he was also a member of the Wayne County 
Medical Society and the Michigan State Medical Society. 
He died February 25, 1957. 

* * * 

Joshua Hanser, M.D., eighty-two, general practitioner 
in Detroit for more than fifty years. Born in 1874, he 
received his M.D. degree from the Detroit Homeopathic 
College in 1906. He was a member of Wayne County 
Medical Society, a Life Member of the Michigan State 
Medical Society, and a member of the MSMS Fifty- 
Year Club. He died January 9, 1957. 

* * . 

Thomas F. Horrigan, Jr., M.D., thirty-six, Highland 
Park practitioner, A native of Detroit, he received his 
M.D. degree from Wayne State University College of 
Medicine in 1945. He was a member of the Wayne 
County Medical Society. He died August 13, 1956. 

~ * * 

John B. Horwitz, M.D., fifty-five, family doctor in 
Detroit for three decades. Born in Russia, Dr. Horwitz 
came to Detroit fifty-one years ago. He was graduated 
from the Detroit College of Medicine, and was a 
member of the Wayne County Medical Society. He 
died January 13, 1957. 


(Continued on Page 538) 
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can you read this thermometer, 











doctor? 


Naturally not. Missing calibration makes it worthless. 


Equally useless and dangerous is a “quantitative” urine-sugar test that does not 
quantitate dependably, or omits readings in the critical range. 


Enzyme urine-sugar tests are sensitive and specific for glucose — excellent “yes” 
or “no” tests but undependable for quantitation. King and Hainline,! after testing 
1,000 urines, found an enzymatic urine-sugar test unable to distinguish in the 
important range between 12 per cent and 2 per cent or more of urinary glucose. 
Leonards,? in a report on 4,020 tests, revealed that “...in 502 out of 804 tests 
the wrong interpretation was made.” He concluded that enzymatic urine-sugar 
testing “...as a quantitative procedure is unsatisfactory and can lead to serious 
error in the interpretation of a patient’s clinical condition.” 


Failure to recognize this limitation of enzyme tests may result in incorrect 
insulin dosage,? and may lead to diabetic complications. 


(1) King, J. W., and Hainline, A., Jr.: Commercial Glucose Oxidase Preparations for the Detection of 
Glucose in Urine, Cleveland Clin. Quart. 23:212, 1956. (2) Leonards, J. R.: Evaluation of Enzyme Tests 
for Urinary Glucose, J.A.M.A. 163:260 (Jan. 26) 1957. 


reliable readings throughout the critical range— 
does not omit 344% (++) and 1% (+++) 


cfthitésr 


BRAND 


a 15 year “standard” in urine-sugar testing 


( AMES COMPANY, INC « ELKHART, INDIANA - Ames Company of Canada, Ltd., Toronto 
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IGNIFICANT"' 
=~=RAPEUTIC HEAT 
Rear a Ie Oo AE ORE Le LO 
The Burdick MICROWAVE 

DIATHERMY UNIT 


Studies by Martin and Herrick* indicate that 
microwave diathermy creates “significant” rapid 
deep heating of localized tissues for effective 
relief of pain and muscular rigidity in such 
conditions as: 


bursitis fibrositis myositis 

strains and sprains _ pelvic inflammatory disease 
neuritis (of varying origin) 

Simplified operation, convenience, safety, com- 
fort to the patient and the traditionally rigorous 
Burdick engineering standards mark the Burdick 


Microwave Diathermy unit as a highly proficient 
therapeutic agency. 


For a review of the advanced features of this 
outstanding unit, see your Burdick dealer. 


*Martin, G.M., and Herrick, J. F.: Further Evaluation 
of Heating by Microwave and by Infra-red as Used 
Clinically, J.A.M.A. 159:1286 (Noy. 26) 1955. 


For information write — 


r 


Correspondence 











THE BURDICK CORPORATION, MILTON, WIS. 








THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Michigan 











MEDICARE (Dependents’ Medical Care Act) 


Dear Mr. Burns: 


It has been brought to my attention that some 
of the persons with whom we have negotiated contracts 
under the Dependents’ Medical Care Act are of the 
opinion that the Program is not one of full service 
coverage. This concept may have arisen because the 
Act itself is not specific regarding this matter. It may 
also have arisen either because certain fees are stipulated 
to be paid by the patient or because the contract allows 
for an unusual or difficult case an additional fee payable 
by the Government to the physician if he makes proper 
request under a special report. 


Upon inquiry, I have been assured that members of 
the negotiating teams have not indicated the contract is 
other than for full coverage. Further, no instance has 
been found where any member of the negotiating teams 
has, in any way, intimated that the Dependents’ Medical 
Care Program is not one of full coverage. 


In order to clarify this matter and to avoid any im- 
proper interpretation of the Dependents’ Medical Care 
Act with regard to payments to physicians under a 
Schedule of Allowances as provided in our contracts, the 
position of the Department of Defense as is being 
carried out by my office is submitted for your guidance: 


(a) It is intended that civilian medical care autho- 
rized under Public Law 569, 84th Congress, will be 
on a basis comparable to that provided in uniformed 
services medical facilities. Except for specified amounts 
to be paid by the patient, the services which are pro- 
vided under the law will be furnished by physicians 
participating in the program who will receive payment 
in full from the Government in accordance with the 
published Schedule of Allowances or under a special 
report as the case may be. In most instances, this 
means that the physician participating in the program 
will receive payment for his usual charge or the amount 
established in the local schedule of allowances, which- 
ever is less. 


(b) Section 5, paragraph 507b, of the Joint Directive 
promulgated by the Secretary of Defense and the Secre- 
tary of Health, Education, and Welfare provides as 
follows: 


“The Executive Agent (Secretary of the Army) shall 
be responsible within the continental United States, 
Alaska, Hawaii, and Puerto Rico for the following: 
(1) Preparation of the terms and placement of the 
contract or contracts to be established to include but 
not limited to: Local schedules of allowances to be used 
in full payment of bills presented by physicians and 
surgeons.” [Italics added.] 


A copy of this Joint Directive is an integral part 
of every contract and there is no question that the 
contract provides for full service coverage. 


(c) There may be unusual instances in which the phy- 
sician will believe that an allowance greater than that 
prescribed in the local schedule of allowances is justified. 
In such cases, the physician should look to the Govern- 
ment for additional payment, and not to the patient. 
Provision is made for the physician to submit a special 
report to his state medical society and in turn to the 
Government as a request for additional payment. Such 
additional payment will be made upon approval by 


(Continued on Page 534) 
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Borden's has a fresh dairy food for 
almost any dietary requirement 


In addition to such familiar items as 
Borden's Homogenized Vitamin D Milk, 
Borden's Cream, and Dutch Chocolate 
Milk, we'd like to remind you of our 
regular and low-calorie Cottage Cheese, 
Buttermilk, and Gail Borden Milk and 
Skimmed Milk — all helpful in dietary 
planning. 


THE BORDEN CO. 








Gail Borden Milk 
and Skimmed Milk 


Each quart contains 100% of the aver- 
age daily requirements of 8 of the 10 
essential vitamins and minerals 





hordens MICHIGAN MILK DIV. 
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Plainwell 


* . 
Sanitarium 
PLAINWELL, MICHIGAN 
Member American Hospital Association 


EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 





Professional care for the nervous 
and mentally ill. 


Telephone MUrray 5-8441 
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in Feeding Prematures 


Recent metabolic studies have established 
rational feeding procedures for prematures. 
The initial feeding, 12 hours after birth, 
consists of one dram of 5 per cent dextrose. 
This solution is increased by one dram at 
2-hour intervals if tolerated and retained. 
After twenty-four hours, breast milk or 
formula (table below) gradually replaces the 
prelacteal feeding at 2-hour intervals. The 
volume of a feeding may be increased up to 
2 drams daily until maintenance caloric 
requirements are fulfilled by the fifth day. If 
the infant shows signs of intolerance, the 
formula increase is made more slowly and 
the fluid requirement fulfilled parenterally. 
Successful feeding mixtures consist of dilu- 
tions of powdered half-skimmed or evapor- 


FOR PREMATURES 


, 60%. 
. 1202. 
1 oz. 


FIRST FORMULAS 


‘ 2 ‘eaiiie 
Fresh or whole lactic acid mil 
Water - ’ 
KARO - 


_ 4 tbsp- 
. 18 02. 


d milk (half-skimmed) ‘ 
its 1 oz. 


Drie 
Water - 
KARO - ° ween 
ou 
sags: 1¥2 02 x 12% 
feodine” KARO = 2 tablespoons - 
Measures: | OF: Cow's mim, 


3 O, 120 per OF: 
on oboe Oeaned milk, 45 per O77 Dri 
20 per 02. 


" (Vo 
i 35 per 02- 
Vq skimmed), 
op° svalents: Red Label KARO wi 
a oev ysed interchang 
KAI 


formulas. 


Blue Label 
bly in all 


Adapted from Nelson's Pedi- 
atrics, Saunders, Phila. 1954 


ated whole cow’s milk, skimmed or whole 
lactic acid milk. These formulas contain high 
protein, moderate carbohydrate and low fat, 
yielding about 120 calories and 150 cc. fluid 
per kgm. body weight. 

The problems of prematures are always 
the same but the solutions differ with each 
era. Today the moderate carbohydrate 
requirement for normal infants as well as 
prematures is fulfilled by KAro® Syrup as 
adequately as a generation ago. Whatever 
the type of milk adapted to the infant, KARo 
may be added confidently because it is a bal- 
anced mixture of lower sugars resistant to 
fermentation, non-laxative, easily assimilated 
and well tolerated by all infants. 

Readily available in all food stores. 


MEDICAL DIVISION 


CORN PRODUCTS REFINING CO. 
17 Battery Place, New York 4, N. Y. 


Produced by 
Corn Products Refining Co. 


Behind Every Bottle...A Generation of World Literature 
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MICHIGAN AUTHORS 

Stanley Finkel, M.D., Elizabeth Grodzka, B.A., and 
Ivan F. Duff, M.D., Ann Arbor, are the authors of an 
article entitled, ‘““The Medical Arthritis Clinic of the 
University Hospital,” published in the University of 
Michigan Medicat Bulletin, December, 1956. 

A. C. Furstenberg, M.D., Ann Arbor, is the author 
of an article entitled “Look to the Future,” presented 
at the Sixty-First Annual Session of the American 
Academy of Ophthalmology and Otolaryngology, 
October, 1956, in Chicago, and published in the Tran- 
sactions, American Academy of Ophthalmology and 
Otolaryngology, November and December, 1956. This 
was the address of the President of the Society. 

Melvin M. Figley, M.D., Ann Arbor, is the author 
of an article entitled “New Contributions of Radiology 
to Ophthalmology and Otolaryngology through Vascular 
Visualization,’ presented by invitation at the Sixty-First 
Annual Session of the American Academy of Ophthal- 
mology and Otolaryngology, October, 1956, in Chicago, 
and published in the Transactions, American Academy 
of Ophthalmology and Otolaryngology, November- 
December, 1956. 

J. P. Gray, B.A., M.D., M.P.H., Detroit, is the author 
of an article entitled “Report of Visiting Lecturer on 
Medical Writing: On Activities During 1955-1956,” 
presented at the 13th Annual Meeting, American 
Medical Writers’ Association, Chicago, September, 1956, 
and published in the Mississippi Valley Medical Journal, 
January, 1957. 

Paul de Kruif, Ph.D., Holland, is the author of an 
article entitled “Today's Treatment of Acne,” pub- 
lished in Today’s Health, March, 1957. 

H. Waldo Bird, M.D. and Peter A. Martin, M.D., 
Detroit, are authors of an original article “Counter- 
transference in the Psychotherapy of Marriage Partners” 
which appeared in Psychiatry: Journal for the Study of 
Interpersonal Processes,” November, 1956. 


* * * 


New Appointment under H.E.W.—The new Under 
Secretary of Health, Education, and Welfare is John 
A. Perkins, Ph.D., forty-two-year-old president of the 
University of Delaware; he succeeds Herold C. Hunt, 
Ph.D., who has returned to Harvard. Dr. Perkins, 
one of the youngest university presidents when he took 
over at Delaware in 1950, once served as secretary to 
the late Senator Vanderburg and was state budget 
director for Michigan. 


* — + 
Why Blue Shield Must Keep on Growing is the title 


of an editorial appearing in the January Connecticut 
State Medical Journal. The editorial points out that 
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since Blue Cross and Blue Shield have gained wide 
public acceptance—Blue Cross enrollment is now over 
50 million and Blue Shield enrollment is near 40 
million—“one hears the suggestion that Blue Shield 
attempts to ‘stabilize’ its enrollment and relax its efforts 
to cover an ever larger cross section of the population. 
But the demand for prepaid medical care is now almost 
universal; and those who have it are asking for broader 
coverage and better contracts.” 

The editorial states that, ““The continued growth of 
Blue Shield is essential to the best interests of both 
medicine and the public.” It goes on to explain why 
this is so. “First, because Blue Shield is a major factor 
in medicine’s economy. Whereas installment buying 
creates a debt and mortgages the future, medical pre- 
payment creates a credit for the patient, and protects 
his future. Again, Blue Shield’s growth safeguards its 
actuarial base of operations.. As risks are spread ever 
more widely, the community and the doctor gain a 
surer protection against fluctuations affecting the sub- 
scription rates or payments to physicians. 

“A third benefit of Blue Shield growth is the oppor- 
tunity to reduce operating costs per person enrolled. 
This helps the plan to broaden its services or to raise 
its payments to doctors—or both. Fourthly, the greater 
the number of his patients covered by prepayment, the 
fewer for whom the doctor has a collection problem, 
and the lighter his load of free or part-pay work.” And 
finally, ‘“Medicine’s most significant benefit from the 
growth of Blue Shield is the dominant influence of the 
medically guided Blue Shield Plans on the shape and 
destiny of the voluntary health insurance movement as 
a whole. Were it not for Blue Shield, the medical pro- 
fession would have no effective control over the basic 
economy of private practice.” 


* * 


Health Insurance for Older Citizens is the title of an 
article by John H. Miller, Monarch Life Insurance 
Company, which appeared recently in American 
Economic Security magazine. In this article he cites 
a recent study by the Bureau of Labor Statistics cover- 
ing nearly five million workers under 300 collectively 
bargained health insurance plans. The study showed 
that hospital and surgical benefits are continued after 
retirement for 35 per cent of these workers. It also 
showed that for “nearly 80 per cent of the employes 
whose coverage continues after retirement, there is no 
reduction in the amount of hospital and surgical 
benefits.” 

Mr. Miller points out that “individual policies cover- 
ing older persons have become widely available.” 


(Continued on Page 522) 
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(To Your Health) 


In any language, the 

traditional toast to good 

health takes on a meaning 

of more than passing significance when wine is 
used for its established physiological effects. 


The carminative action of wine has been found to whet the sluggish 

appetite of the anorexic, post-surgical or convalescent patient; the mild 
secretory stimulation that follows the ingestion of wine is beneficial to the 

lax and generally achlorhydric stomach of old age; prudent quantities of wine 
are helpful in reducing the emotional pressure which aggravates hypertension, 
encouraging a generalized vasodilatation and stimulating a mild euphoria, 

so gratifying to the hypertensive, the aged, and in the recovery phase of illness. 


And for the patient who has difficulty in dropping off to sleep, a small 
amount of Port or Sherry taken at bedtime is gently sedative and 
sleep-producing—frequently obviating the need for medication. 


The Fine Wines of California—California’s 700-mile vineyard belt affords a 
range of soils and climate in which can be grown the world’s finest wine 
grapes of every variety. Add to this natural advantage the modern wine- 
making skills and facilities of a progressive New World industry, and you 
have wines of strict quality standards, true to type, moderate in price. 


Wine Advisory Boord, 
717 Market Street, 
San Francisco, California. 
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BAND-AID 


TRADE MARK 


Plastic Strips 





ELASTIC PLASTIC 

FLESH COLORED 

STAYS CLEAN 

THIN, SMOOTH PLASTIC 
GREASE RESISTANT 


WON'T WASH OFF 








YY“ 


100’s 1”x 3” 
100’s 3/,"x 3” 





Conveniently Located 
in Grand Rapids 


Hospital Equipment 


Pharmaceuticals 
Office Equipment 
Physicians’ Supplies 
Trusses 

Surgical Garments 


Physiotherapy Equipment 


Medical Arts Supply Company 
233 Washington S. E. Phone GL 9-8274 
Grand Rapids 2, Mich. 


Medical Arts Pharmacy 


20-24 Sheldon S.E. Phone GL 9-8274 
Grand Rapids 2, Mich. 





(Continued from Page 520) 


According to a study made in 1955 by the Bureau of 
Accident and Health Underwriters, 106 out of 186 
companies participating in the survey would accept new 
applications for hospital expense insurance above age 
60. Of these, 11 imposed no maximum age limit while 
others had various limits such as 65, 70, 75 or 80. 
With respect to the renewal of policies previously issued, 
half of the companies surveyed reported that they had 
no maximum age limit. 


* * . 


Occupational medicine was formally recognized and 
given certificational basis in February, 1955, by the 
American Board of Preventive Medicine. Two years 
were allotted to complete the listing of Founder mem- 
bers. Eligible were men in this field who were out- 
standing in their professional positions, school affilia- 
tions, wide acceptance as leaders and with a miaimum 
of ten years of distinguished service. Three Army 
officers were included: Col. John R. Hall, Chief of 
Occupational Health, Surgeon General’s Office; Lt. Col. 
Edward J. Dehne, C.O. Army Environmental Health 
Laboratory, Edgewood, Maryland, and Maj. Gilbeart 
H. Collings, specialist in occupational medicine, of the 
same laboratory. 

ee 


Tuberculosis is becoming more a 
problem among older men and less a 
problem for young women. A study 
of two three-year periods, 1947-1949 
and 1953-1955, showed a drop of 9 
per cent in the total number of new 
reported. Only 

among the people sixty-five years and 
older was there an increase in the 
number of cases reported. The number 
of new cases during the 1947-1949 
period for men sixty-five years and older was 1,247. It 
climbed to 1,590 in the 1953-1955 period. The greatest 
decline in new cases reported was among women in the 


tuberculosis cases 


fifteen to twenty-four year age group. It dropped from 
1,526 in the earlier period to 883 in the latter period. 
Men over forty-five years of age accounted for 34 
per cent of the new cases found from 1953 through 
1955. Men and boys under forty-five ranked second, 
making up 29 per cent of the new cases. Women and 
girls under forty-five accounted for 25 per cent of the 
new cases and women over forty-five only 12 per cent. 
MICHIGAN TUBERCULOSIS ASSOCIATION 


* * * 


World Health Day, April 7, marked the anniversary 
of the coming into force of the Constitution of the 
World Health Organization in 1948. It afforded an 
added opportunity to arouse popular interest in health 
needs and to stimulate the people’s participation in the 
work of improving health. 

There is an intimate relationship between health and 
the production of food. Therefore World Health Day 
in 1957 was co-sponsored by the Food and Agriculture 
Organization. 


(Continued on Page 524) 
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BUTAZOLI DIN 


In the nonhormona treatment of arthritis 
and ally d disorde rs no agent surpass S 


rAZOLIDIN 1n potency of action. 


Its well-established advantages 
include remarkably prompt action, 
broad se Ope Of usefulness. 
and no tendeney to development 
of drug tolerance. Being 

] ) 
nonhormonal, BUTAZOLIDIN 
Causes no upset ol normal 


endor rine balan Cc. 


BUTAZOLIDIN relieves pain. 
improves tunction, 
resolves inflammation it 
Gouty Arthritis 
Rheumatoid Arthritis 
Rheumatoid Spondylitis 


Painful Shoulder Syndrome 


ZOLIDIN being a potent ther ipeuli 
iuniliar with its 
use are urged to send tor detailed 


literature before instituting therapy. 


rAZOLIDIN phenylbutazone 


IiGyY). Red coated tablets of LOO me 





GE 


\ 
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for modern 


control of 


salt retention 


edema 


CUMERTILIN™ 
Tablets 


@ effective oral diuretic with no sig- 
nificant gastrointestinal irritation! 


®@ Suitable for long-term mainte- 
nance therapy. 


@ eliminates need for injections in 
certain cases, lengthens interval 
between injections in others 


@ basically different in chemical 
structure, extending the therapeu- 
tic choice in organic mercurials 


DOSAGE: | to 3 tablets daily as required. 


SUPPLIED: As orange tablets, in bottles 
of 100 and 1000. Also available— 


CUMERTILIN Sodium Injection, 1- and 2-cc. 
ampuls, in boxes of 12, 25, and 100; and 
10-cc. vials, individually and in boxes 
of 10 and 100. 


- Pollock, B. E., and Pruitt, F. W.: Am. J. M. 
Sc., 226:172, 1953. 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 














(Continued from Page 522) 

A novel exhibit at the Michigan State Fair featured 
two contests, each of them educational and challenging. 
What fairgoers liked best was that the doctors offered 
cash awards to contest winners. 

Spotlights were trained on a sign inviting anyone to 
“Win a Silver Dollar’ by naming a community in 
Michigan (population: 500 or more) that does not 
have a local resident doctor of medicine. Result? Only 
eighty-four silver dollars were given away, an indication 
that not many of the thousands in attendance had the 
right answer. The companion contest offered a $100 
savings bond to the most nearly correct guess on the 
total number of medical men in Michigan. That went 
to someone whose guess was almost right—8,206 instead 
of the correct total of 8,214.—AMA Bulletin. 


i, a 
INGHAM COUNTY MEDICAL SOCIETY 
Twenty-ninth Annual “May Clinic” 


The twenty-ninth annual May Clinic of the Ingham 
County Medical Society will be held at the Olds Hotel, 
Lansing, Michigan, on Thursday, May 2, 1957. 

Registration opens at 1:30 p.m. A _ social hour 
beginning at 5:15 p.m, will be followed by a subscrip- 
tion dinner at 6:30 p.m. 

Participants in this year’s clinic include: 

George V. Taplin, M.D., Research Physician, Atomic 
Energy Project, University of California at Los 
Angeles. 

Subject: “Recent Developments of New Radioisotope 

Techniques for Measuring Liver and Kidney Func- 

tions.” 

Laurence H. Kyle, M.D., Associate Professor of Medi- 
cine, Georgetown University School of Medicine and 
Director, Metabolic Clinic and Laboratory, George- 
town University Hospital. 

Subject: “Hypothyroidism and Hypometabolism.” 
Franklin G. Ebaugh, M.D., Clinical Professor of 

Psychiatry, University of Colorado School of Medicine, 

Denver. 

Subject: “Depressive Reactions.” 

Willis J. Potts, M.D., Surgeon in Chief, Children’s 
Memorial Hospital; Professor of Pediatric Surgery, 
Northwestern University, Chicago. 

Subject: “Surgical Emergencies in the Newborn.” 
The after-dinner speaker will be: 

C. Walton Lillehei, M.D., Professor of Surgery, Uni- 

versity of Minnesota Medical School. 

Subject: “Cardiac Surgery.” 

Advance reservations for the dinner, approximate 
cost $5.00, may be made with William D. Hayford, 
M.D., Chairman, Program Committee, 609 North 
Washington, Lansing, Michigan. 

* * * 

The new Midwest Institute on Alcohol Studies will 
hold its second annual session in Kalamazoo, June 24 
to June 28, 1957. Co-sponsored by the Michigan State 
Board of Alcoholism, Western Michigan College, the 
University of Wisconsin, and the Wisconsin Council on 
Alcoholism, this course of study will bring to Michigan 
its first school of alcohol studies planned to acquaint 
professional people with the problems of alcoholism. 

* * * 
A new and safer rabies vaccine, produced in em- 


(Continued on Page 526) 
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it's New—It's Here—A Really Portable Aspirator 
THE JUNIOR TOMPKINS By Sklar 


Weighs only 1614/2 lbs. 


FEATURES 


@ Motor Unit completely enclosed—requtres 
no lubrication—rubber mounted for quiet 
and vibrationless operation. 


@ Suction Gauge and Regulating Valve 

@ Simple Filtering System Utilizes Standard 
One Inch Gauze Bandage 

@ 32 oz. Suction Bottle 

@ Compressor Connected Directly to Motor 

@ Durable Two-Tone Baked Enamel Finish 


No. 100-65 NOBLE-BLACKMER, Inc. 


Complete with Yankauer 


Suction Tube and Utility a7 W, Seep Ave. 
Wrench—I15 Volt, 60 Cycle, $99.50 Jackson, Michigan 


A.C. Current 














@, All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 

Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 


537 Millard St. 
Saginaw 
Phone. Dial 2-4100—2-4109 


The pathologist in direction is recognized 
by the Council on Medical Education 
and Hospitals of the A.M.A. 











Aprit, 1957 
Say you saw it in the Journal of the Michigan State Medical Society 





NEWS MEDICAL 


(Continued from Page 524) 


bryonated duck eggs, is now available to physicians and 
pharmacists. It has been shown in tests to be free of a 
“paralytic factor” that sometimes has caused paralysis 
and death during rabies treatment. 

Found in conventional rabies vaccines made of rabbit 
brain tissue, the “paralytic factor’ appears to be 
related to myelin, the covering of brain nerve fibers. 
The exclusion of myelin from the new vaccine is made 
possible by the use of duck embryos in processing. 

* * * 


The annual conference on Industrial Health will be 
held in St. Louis, Missouri, April 20-26, 1957. Michigan 
men presenting papers will be: John C. Soet, Michigan 
Department of Health; George Hanna, Detroit Depart- 
ment of Health; H. R. Hoyle, D. D. McCollister and 
V. K. Rowe, of the Dow Chemical Co., Midland; J. 
C. Radcliffe, Ford Motor Co., Detroit; K. E. Robinson, 
General Motors Technical Center, G.M.C., Detroit; and 
Helen DeCoursey, R.N., Kelsey-Hayes Wheel Company, 
Detroit. 

* * * 


American Academy of General Practice—Are chil- 
dren’s ears and feet neglected? Is a laboratory report 
always accurate? What’s new in the world of tran- 
quilizers? These and hundreds of other important 
questions were answered during the American Academy 
of General Practice Ninth Annual Scientific Assembly, 
March 25-28, 1957, in St. Louis Kiel Auditorium. 


The Academy has more than 21,000 family doctor 
members and is the nation’s second largest medical 
association. There were 25 prominent physician- 
authorities who appeared on the four-day scientific pro- 
gram, among them the following Michigan men: J. 
Lewis Dill, Henry Ford Hospital, Detroit, who will 
review diagnostic criteria, methods of treatment and 
rehabilitative procedures; Thomas Francis, Jr., M.D., 
Ann Arbor, who for months has been evaluating the 
effectiveness of the Salk polio vaccine program, and 
brought his report up to date. 

Opening ceremonies included a call to order by 
Academy President Dr. John S. DeTar, Milan. This 
was followed by an invocation and welcoming address. 

7 * * 

Plastics Industry.—The advertisements of the General 
Motors Corporation in the last several weeks have 
featured the efforts of John S. DeTar, M.D., Milan, to 
bring a plastics industry to Milan. 

* a. * 

The Wayne State University Medical Alumni As- 
sociation will hold its 71st Annual Alumni Reunion and 
Clinical Program Tuesday and Wednesday, April 30 
and May 1, 1957. The “Clinic Days” will be climaxed 
by an Alumni Reception and Banquet in the main 
dining room of the Hotel Fort Shelby. 

* * # 

The National Resuscitation Society, Inc., in co-opera- 

tion with the Councils and Specialty Sections of the 
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There are many short periods of time 
which, if measured correctly, are considered valuable 
diagnostic durations — such as the P-R interval in ECG interpretation, 
and the minutes during which a patient consumes oxygen in 
a BMR test. If the readings related to these measurements are to be used 
with complete confidence, it is wise to consider another important 
measure of time — and that is the background of the 
instruments which 
produced them. 


Sanborn 
Viso-Cardiette 


TESTED 


diagnostic team 


Sanborn 


Metabulator 


No one understands 
better than a physician 
that it takes time to 
become suitably proficient 
in a chosen work. The unmatched 
background of knowledge and experience making possible 
such fine instruments as the Viso-Cardiette and Metabulator 
did not come about overnight, and is the result of almost 
40 years of successful medical instrument development. Such 
a background assures you that it is safer to select Sanborn. 


SANBORN COMPANY, WALTHAM 54, MASSACHUSETTS 


Derroit Branch Office 13136 Puritan Ave., University 4-6336, 4-6337 
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American Medical Association, is presenting an intensive 
week end course in Clinical Hypoxia, beginning March 
1 and ending June 8, 1957. These courses have been 
presented monthly in New York City as well as in 
southern, mid-western and western cities. More than 
1,000 physicians and dentists have received personal 
instruction in exposing the death zone of the respiratory 
tract. Further information may be obtained by writing 
to the Secretary, N.R.S., Inc., 2 East 63rd St., N.Y.C. 
at Be, 


* * * 


Clifford D. Benson, M.D., Detroit, was one of the 
guest speakers at the November 13 and 27 meetings of 
the Indianapolis (Marion County) Medical Society in 
the White Cross Guild auditorium at Methodist Hos- 
pital, The subject of Dr. Benson’s talk was “Anomalies 
of the GI Tract in the Newborn and Infant.” 

* * - 


“Clinical Memoranda on Economic Poisons.”—The 
United States Public Health Service has prepared the 
latest revised edition of “Clinical Memoranda on 
Economic Poisons,” and it is being distributed by the 
National Agricultural Chemicals Association as a public 
service to doctors, hospitals and poison information 
centers. Copies of this booklet are available on request 
from the National Agricultural Chemicals Association, 
1145 Nineteenth Street, N.W., Washington 6, D. C. 


The University of Pittsburgh School of Medicine 
Department of Surgery and Section on Anesthesiology 
announces a postgraduate symposium on “The Basic 
Sciences Related to Anesthesiology,” June 10-14, 1957, 
at Hotel Webster Hall, 4400 Fifth Avenue, Pittsburgh 
13. For registration and full particulars write Chairman 
of Committee on Postgraduate Medical Education, 3941 
O’Hara Street, Pittsburgh 13, Pa. 

a * * 

The American Foundation for Allergic Diseases an- 
nounces the availability of three Fellowships in Research 
and Clinical Allergy, for a period of two years each, 
carrying a stipend of $4,500 for the first year, $4,750 
for the second, plus a total of $750 for laboratory and 
travel expenses during the two-year period. Applications 
must be received by May 10, 1957. Write Frederick 
G. Germuth, Jr., M.D., The Johns Hopkins University 
Medical School, Baltimore 5, Maryland. 

* * * 

The American Goiter Association’s annual meeting 
will be held at the Hotel Statler, New York, May 28-30, 
1957. For program and information write John C. 
McClintock, M.D., Secretary, 149% Washington 
Avenue, Albany 10, New York. 

* * a 

Cancer talks sponsored recently by the Michigan 
Cancer Co-ordinating Committee include: George H. 
Ruggy, M.D., Grand Rapids, before the Muskegon 


(Continued on Page 530) 





Free the anemic 
FROM 
IRON INTOLERANCE 


= 
® 
high 
hemoglobin 
response 
excellent tolerance 


BRAND OF FERROUS GLUCONATE 
FOR ALL SIMPLE IRON DEFICIENCY ANEMIAS 


. 
LABORATORIES 
MEW YOR 18 ¥ 


SUPPLIED: Fergon tablets of 5 grains, bottles of 100 and 500. 


Fergon tablets of 2% grains, bottles of 100. 


Fergon elixir 6% (5 grains per 
bottles of 16 fi. oz. 


Say you saw it in the Journal of the Michigan State Medical Society 





Trasentine-Phenobarbilal 


integrated relief eee TABLETS (yellow coated, en. each containing 
° ° 5 rasentine® h: adiphenine 
mild sedation hydrochloride © CIBA) yor 20 mg. npg eM 
©. 2:3: A visceral spasmolysis 


Summit, N. J. mucosal analgesia 


Aprit, 1957 
Say you saw it in the Journal of the Michigan State Medical Societ 





NEWS MEDICAL 





FORT LAUDERDALE BEACH HOSPITAL | 


125 N. BIRCH RD., FORT LAUDERDALE, FLORIDA 
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REHABILITATION . . . CONVALESCENT CARE 


\ private hospital especially planned for the medical care and rehabilitation of the 
CHRONICALLY ILL, the AGED, and the HANDICAPPED. 


Departments of Medicine, Radiology, Laboratory, Dietary, Dentistry, Rehabilitation, 
Occupational and Physiotherapy. 
Patient: accepted for long or short term care under direction of private physician. 
MEDICAL RESIDENT STAFF 
FOR information write to 


Louis L. Amato, M.D., Medical Director 
P.O. Box 2323, Fort Lauderdale, Florida. 











(Continued from Page 528) Research on Physiology of Voice Production; (b) 
Clinical Procedures in Diagnosis and Training; (c) 


County Medical Society, March 15, on “Early Diagnosis : , aay 
Relation of Hearing to Voice. 


of Cancer.” 
James H. Beaton, M.D., Grand Rapids, before For information and detailed program write Hans 
2 my § von Leden, M.D., 30 North Michigan Avenue, Chicago 


the Manistee County Medical Society, May 6, on come 
2, Illinois. 


“Early Diagnosis and Treatment of Cancer of the 
Cervix.” James A. Ferguson, M.D., Grand Rapids, 
before the Northern Michigan Medical Society, May 9, 
on “Early Diagnosis and Management of Cancer of the 
Large Intestine.” Howard G. Benjamin, M.D., Grand 
Rapids, before the Allegan County Medical Society, 
March 12, on “Early Diagnosis and Management of 
Malignancy of Large Intestine.” James G. Watt, M.D., 
of Toronto, Canada, before the Kent County Medical 
Society, May 14, on “Chemotherapeutic Treatment of 


* * * 


Cerebral Palsy Clinics will be held by Meyer A. 
Perlstein, M.D., of Chicago, for the Michigan Society 
for Crippled Children and Adults and the Michigan 
Crippled Children Commission on April 30 and May 1 
in Flint, Michigan. 

oa * oe 

John R. Rodger, M.D., Bellaire, is the author of a 

feature article published in Parade magazine of February 


Advanced Cancer.” William T. Collins, M.D., Grand 24 entitled “How ” Avoid Falling Asleep at the Wheel.” 
Dr. Rodger is Chairman of the Committee on Study of 
Prevention of Highway Accidents of the Michigan State 


Rapids, before the Edmore Schools and Community 
Health Council of Edmore, Michigan, April 12, on ’ : : : ; 
“The Nature of the Cancer Problem Today.” Medical Society. Parade magazine has a circulation of 
; 17,500,000 in the United States. 


* * * 


* * * 

The American College of Chest Physicians will hold 
its twenty-third Annual Meeting at the Hotel Com- 
modore, New York, May 29-June 2, 1957. For pro- 
gram write ACCP, 112 East Chestnut Street, Chicago 
11, Illinois. 


Tuberculosis death rates generally are high in the 
large cities. Cities of 100,000 population and over have 
a tuberculosis death rate approximately 80 per cent 
higher than that of the remainder of the country.— 
Rosert J. ANpEerRsoN, M.D., Public Health Reports, 
February, 1956. 

The International Voice Conference will be held in * * # 

Chicago, May 20-22, following the International Con- Traffic deaths for Michigan in 1956 were 276 lower 


gress of Otolaryngology (to be held in Washington, than for 1955, and 89 lower than for the average of the 
i: 3. Subjects treated each day will be: (a) (Continued on Page 532) 
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5-year period 1951-55. The 1956 toll was 1,728 as 
compared to 2,004 for 1955. Michigan was the only 
industrial state to show a substantial decrease in traffic 
deaths in 1956. 

The State Safety Commission has picked a goal for 
the state of a reduction of 10%, or 174 persons under 
the 1956 figures for the current year. If achieved, this 


will get our fatality-per 100 million mile rate in close 
conformance to that of New York and Pennsylvania, 
which have the best records of the larger states. 


* * * 


GRACE HOSPITAL REUNION 


Saturday, June 15, 1957 

Afternoon Session—Main Hospital—1 to 5 o’clock 
Subject Presentations, Round Tables, Panel 
cussions, and Exhibits 

In the evening for alumni and their wives— 
Sheraton-Cadillac Hotel—7:30 to 1 o'clock 
Cocktails, Dinner, and Dancing—$10 per person 
Please contact Howard C. Pugh, M.D., 1735 David 

Whitney Building, Detroit 26, for reservations. 

* - * 


Dis- 


MEDICAL TELEVISION SHOWS 
Produced by Michigan Health Council 


WJBK-TV, Detroit 


February 3—Subject: How the Doctor Examines Your 
Heart—Guests: John G. Bielawski, M.D., E. A. 
Irvin, M.D., and Ernest Guy, all of Detroit, and 
E. H. Wiard, Lansing. 

February 10—Subject: Operation Armor—Guests: Arch 
Walls, M.D., Detroit and Otto K, Engelke, M.D., 
Ann Arbor. 

February 17—Subject: 
For One’). 

February 24—Subject: Fire Safety (Film, “Too Young 
to Burn”). 


M.D. Qualities (Film, “Even 


WKAR-TV, East Lansing 


February 14—Subject: Child Dental Health—Guests: 
Robert L. Overholt, D.D.S., East Lansing, H. E. 
McClenathan, D.D.S., Robert W. Root, D.D.S., 
and John Root, all of Lansing. 

February 28—Subject: Responsibility for Alcoholics— 
Guests: T. Sidney Conover, M.D., Flint, Virginia 
Schroeder, Highland Park, Barbara Soderquist, 
Lansing, Rev. Walter Geske, Howell, Ralph Daniel, 
Lansing, and “John,” Grand Rapids. 





MSMS ANNUAL MEETING 
September 25-26-27, 1957 
Civic Auditorium, Pantlind Hotel, 
Grand Rapids 
— Make Your Hotel Reservation Now 
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the medical society’s review board and by the Govern- 
ment’s contracting officer. 


Pau I. Rosinson, 
Major General, MC 
Office of the Surgeon General 
Washington, D. C. 


Dear Dr. Haughey: 

On behalf of the Michigan Committee on Trauma 
I want to thank you very kindly for your generosity in 
offering the facilities of the Michigan State Medical 
Society JourNAL for papers from the Trauma Committee 
last year. 

I placed the August issue of the State Journal in 
my annual report to the National Committee and was 
extremely pleased when the National Committee gave 
the Michigan report first place in the nation. 

Homer M. SMATHERS, M.D. 
Chairman, Michigan Regional 

Committee on Trauma 


Detroit, Michigan 
February 11, 1957 


Dear Dr. Haughey: 


I have just received my copy of the January issue of 
THE JouRNAL OF THE MICHIGAN STATE MEDICAL 
Society. To say the least, we in the Michigan Heart 
Association are indeed grateful to you for your splendid 
co-operation in making this issue on our Association and 
its activities available. It was a real pleasure getting the 
material together for you, and I wanted to take this 
opportunity to express our sincere appreciation for your 
generosity in this matter. 

Ernest T. Guy, 
Executive Director 
Michigan Heart Association 


Detroit, Michigan 
February 13, 1957 


Dear Dr. Haughey: 


I wish to take this opportunity of personally thanking 
you for your many courtesies and for your co-operation 
in the development of the January (Heart) number of 
the JourNAt for this year. I felt that this was an out- 
standing issue and hope that you, too, were pleased 
with it. You might be interested to know that we are 
already at work on attracting high quality papers in this 
field for the next Heart issue. 


Joun G. Bretawsk1, M.D. 
Medical Director 
Michigan Heart Association 


Detroit, Michigan 
February 22, 1957 


A PAGE FROM MEDICAL HISTORY 
(Continued from Page 488) 


Encyclopaedia Britannica. 

Finegan, Jack: Light From the Ancient Past. The 
Archeological Background of the Hebrew-Christian 
Religion. Princeton, N. J.: Princeton University 
Press, 1948. 

Guthrie, Douglas: A History of Medicine. Phil- 
adelphia: J. B. Lippincott Co., 1946. 

Holy Bible: Old and New Testaments. King 
James Version. 

Meek, T. J.: Hebrew Origins. New York: 
Harper and Bros., 1936. 

Williams, M. O.: Home to The Holy Land. 
National Geographic (Dec.) 1950. 
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Acknowledgment of all books received will be made in this column, 
and this will be deemed by us as full compensation to those 
sending them. A selection will be made for review, as expedient. 


BOOKS RECEIVED 


LITERATURE REVIEW CIBA. _ ‘Produced by the 
Medical Information Service for internal circulation. 
Vol. I, No. II. Basle: November, 1956. 


CLINICAL MEMORANDA ON ECONOMIC 
POISONS. Prepared by Technical Development 
Laboratories, Technology Branch, Communicable Dis- 
ease Center, P.O. Box 769, Savannah, Georgia. (Re- 
vised April 1, 1956). U.S. Department of Health, 
Education, and Welfare. Public Health Service, 
Bureau of State Services. This information has been 
reproduced as a public service by National Agricul- 
tural Chemicals Association. 


UNITED STATES ATOMIC ENERGY COM- 
MISSION. Twenty-first Semiannual Report of the 
Atomic Energy Commission. Washington, D. C.: 
United States Government Printing Office, 1957. 


THE MENTALLY RETARDED PATIENT. By 
Harold Michael-Smith, Ph.D., Chief Clinical Psycho- 
logist, Flower and Fifth Avenue Hospitals, New 
York; Research Associate in Pediatrics, New York 
Medical College; Consulting Psychologist, City of New 
York, Children’s Center, Bureau of Child Welfare; 
Consultant, United Cerebral Palsy Association; Ad- 
junct Professor, Graduate School, Long Island Uni- 
versity. Philadelphia, Montreal: J. B. Lippincott 
Company, 1957. Price $4. 


THE ROCKEFELLER FOUNDATION ANNUAL 
REPORT, 1955. 49 West 49th Street, New York. 


OCCUPATIONAL HEALTH NURSING. By Mary 
Louise Brown, R.N., M.A., Assistant Professor of 
Public Health, Yale University School of Medicine, in 
association with John Woster Meigs, M.D., Associate 
Professor of Public-Health, Yale University School of 
Medicine. New York: Springer Publishing Company, 
Inc., 1956. Price $4.50. 


This very interesting book describes the application 
of public health principles and medical, nursing and 
engineering practice for the purpose of promoting, con- 
serving and restoring the effectiveness of workers through 
their place of employment. 

It aims to orient the student nurse or the graduate 
who is interested in a career in industry, and it also 
gives standards and plans to guide the practicing 
occupational health nurse. 

The book deals with the field and scope of occupa- 
tional health nursing, functions of the program and the 
participation of the nurse as regards industrial hygiene 
and safety; workmen’s compensation; labor unions and 
health services; special programs of dental health, hear- 
ing and eye programs, older workers, problem drinkers 
and problems pertaining to women workers; first aid, 
etc. There is also a discussion of part-time occupational 
health nursing service to a small plant. 
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NOTES ON ATOMIC ENERGY FOR MEDICAL 
OFFICERS. An Introduction to the subject for Serv- 
ice and other Medical Officers who may be con- 
cerned with defence against atomic bombs and similar 
problems. By The Royal Navy Medical School. 169 
pages. Hampshire, England: Alverstoke, 1956. New 
York: Philosophical Library. Price: $4.75. 
This is a small book of 169 pages prepared by the 
staff of the British Royal Naval Medical School. The 
first chapter is a review of introductory physics be- 
ginning with the simple electric circuit and electrons 
while other chapters deal with the physics of x-rays, 
atomic structure, natural radioactivity, transmutation 
of elements (basis for the cyclotron), ionization and re- EVERY WOMAN 
lease of atomic energy. 
There is further discussion of what happens when an 
atomic bomb explodes, the effects of radiations on cells 
and on the body. From a more practical standpoint, the WHO SUFFERS 
treatment of radiation casualties, monitoring instruments 
and protection against radiation are dealt with. 


IN THE 


CIBA FOUNDATION SYMPOSIUM ON PAPER 
ELECTROPHORESIS. Editors for the Ciba 
Foundation—G. E. W. Wolstenholme, O.B.E., M.A., MENOPAUSE 
M.B., B.Ch., and Elaine C. P. Millar, A.H.-W.C., 
A.R.I.C. Boston: Little, Brown and Company, 1956. 
Price $6.75. 
This is another of a long list of Ciba Foundation ; DESERVES 
Symposia. Since 1948, this International Foundation 
has been gathering groups of scientists interested in 
medical or chemical research, in London for a two-day “PREMA RIN ” 
to four-day intensive conference with prepared papers 
and informal general discussion. 
This particular conference met on July 27-29, 1955, 
with twenty-one present, and twenty-one prepared . 
papers are published herewith. There are three from wile l} US¢ d 
the United States. : 
The context is completely scientific, factual, and the 
discussion developed many interesting angles. This 
Symposium features the use of paper in electrophoresis. 


natural, oral 


estroge n 


CONNECTIVE TISSUE IN HEALTH AND DIS- 
EASE, Edited by G. Asboe-Hansen, M.D., Con- 
nective Tissue Research Laboratory, University 
Institute of Medical Anatomy, Copenhagen. Copen- 
hagen: Ejnar Munksgaard; New York: Philosophical 
Library, 1957. Price $15.00. 

This is a very comprehensive and thorough review of 

a subject which has come into prominence in recent 
years. The twenty-three contributors live in various 
parts of the world giving the book an international 
viewpoint. New thoughts on healing, infection, cancer 
invasion and aging processes are brought out. For the 
physician in private practice, the details presented re- 
garding connective tissue morphology, histochemistry of 
connective tissue, ground substances and _ collagen, 
metabolism of the mucopolysaccharides and sulphate 
exchange may not be too interesting. But the chapters 
on aging, wound healing, influence of hormones and 
infection, arteriosclerosis and collagen diseases will be 
of more practical use. There are chapters pertaining 
to Dermatology, Ophthalmology and Rheumatology. 


AYERST LABORATORIES 
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IN MEMORIAM 


(Continued from Page 514) 


Robert Joseph McClellan, M.D., seventy-six, Detroit 
physician for forty-seven years. A graduate of the 
Detroit College of Medicine, he was a member of the 
Wayne County Medical Society and a Life Member 
of the Michigan State Medical Society. He died 
January 20, 1957. 


* * * 


Harold G. McLean, M.D., sixty, Detroit physician 
and vice chief of surgeons at Grace Hospital. A native 
of Wheatley, he graduated from the Detroit College 
of Medicine in 1920 and practiced in Detroit for thirty- 
seven years. He was a member of the Wayne County 
Medical Society. He died February 8, 1957. 


a * 


Robert S. Taylor, M.D., thirty-five, Bay City physician 
for six years. Born in 1921 in Lansing, Michigan, he 
was a graduate of the University of Michigan Medical 
School. Doctor Taylor was a member of the Bay- 
Arenac-Iosco County Medical Society. He died August 
2, 1956. 


* * + 


Edward C. Warren, M.D., eighty-six, retired Bay City 
physician. Born in 1870 in Canada, he was a member 
of the Bay-Arenac-Iosco County Medical Society and 
of the Michigan State Medical Society. He died 
August 13, 1956. 





Battle Creek Sanitarium 


91st Year of 


Continuous Service 


Ideal for Executives. Rest combined with med- 
ical supervision and a physical examination. 


Diagnostic and therapeutic service. Special De- 
partments in Physical Therapy including Hydro 
and Mechanotherapy, Electrotherapy, Helio- 
therapy, Radiotherapy and Massage. 


Well suited for treatment of metabolic disorders, 
hypertension, obesity, arthritis and degenerative 
diseases generally. All Sanitarium care is under 
the immediate guidance of qualified physicians. 


For rates and further information, 
address Box 40 


THE BATTLE CREEK SANITARIUM 
Battle Creek, Michigan 


Not affiliated with any other Sanitarium 











Classified Advertising 


$2.50 per insertion of fifty words or less, with an 
additional five cents per word in excess of fifty. 








OFFICE SPACE: Rent or lease. Newly remodeled, 
excellent location with established dentist near new 
state office building. Available at once. Contact: 
O. S. McElmurry, D.D.S., 607 W. Ottawa Street, 
Lansing, Michigan. Telephone IVanhoe 4-0829. 


PRINTING: GUMMED LABELS ON THE ROLL 
Printed to Your Order. Handy Dispenser included. 
Now you can save safely through quantity buying— 
POLYETHYLENE bags protect your extra rolls until 
needed. Money back guarantee. Postcard brings | 
sample labels and pill envelopes. Boyd’s Printery, | 
Box 462D, Genoa, Ohio. 


FOR RENT: Office Suite for medical doctor—New 
Clinic—Milford, Michigan. Reception room furnished. 
Thriving community centrally located. Must be seen 
to be appreciated. Contact W. C. Gibson, M.D., 
Milford, Michigan. Phone: MUtual 4-6775 or 4-6771. 


PHYSICIAN wanted for medical director of District 
Health Department of Livingston and Shiawassee 
County. Salary $12,000 per year to start. Excellent 
community to live in. Intelligent, co-operative health 
group to work with. University of Michigan Public 
Health School thirty miles away. Reply: L. E. May, 
M.D., 203 N. Court Street, Howell, Michigan. 


FOR SALE OR LEASE: Michigan office, due to sud- 
den death. Unusual opportunity for general practi- 
tioner or surgeon specializing in GYN or OB. Twenty- 
five-year established practice. Excellent location. 
Phone PL 4-6516 or write 1213 N. Michigan Ave., 
Saginaw, Michigan. 


WANTED: TISSUE TECHNICIAN for medical re- 
search group, near-esat side of Detroit. Liberal vaca- 
tion policy. Fringe benefits. Phone Woodward 1-7926. 
W. S. Davies, M.D., Kresge Eye Institute, 690 Mullett 
Street, Detroit 26, Michigan. 





CALIFORNIA CAREER OPPORTUNITIES FOR 
PHYSICIANS AND PSYCHIATRISTS 


Employment available as a result of interview only. 
interviews at the APA Conference May 13-17, in Chicago 
and in such other locations as New York, Boston, St. 
Louis, Philadelphia, and Minneapolis during May and June. 
Assignments in State hospitals, juvenile and adult correc- 
tional facilities, or a veterans home. Three salary groups: 
$10,860-12,000; $11,400-12,600; $12,600-13,800. Citizenship, 
possession of, or eligibility for California license required. 


Write Medical Recruitment Unit, Box A, State Personnel 
Board, 801 Capitol Avenue. Sacramento 14, California. 
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MARY POGUE SCHOOL, Ine. 


Complete facilities for training Retarded and Epi- 
leptic children educationall and socially. Pupils 
per teacher strictly limited. Excellent educational, 
physical and occupational therapy programs. 
Recreational facilities include riding, group games, 
selected movies under competent supervision of 
skilled personnel. 


Catalogue on request. 


G. H. Marquardt, M.D. Barclay J. MacGregor 
Medical Director Registrar 


26 GENEVA ROAD. WHEATON, ILL. 


(Near Chicago) 
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Powder 


Whudbylillyy Single. 
Singely Wadd 


Baker’s Modified Milk is a complete 

infant food, easy to prescribe and pre- 
pare in hospital and home. 

Available in liquid and powder forms, 

both are made exclusively from Grade A 

Milk (U.S.P.H.S. Milk Code). Both con- 

tain all requirements for complete 

infant nutrition. 
Baker's Liquid — generally preferred for 
its greater ease of preparation. 

Baker’s Powder particularly 

adaptable for feeding prematures 

and for use as complemental 

and supplemental feedings. 

Both forms are extremely 

low in price, costing less 

than a penny per 

ounce of formula. 

Furnished to hos- 

pitals without 

charge, of course. 


2 Parts coo| water 


ee FIRST WEEK ATH 
er’s to Part coo/ ie 


a - 


BAKER'S MODIFIED MILK 
THE BAKER LABORATORIES, INC. 


Main Office: Cleveland 3, Ohio © Plant: East Troy, Wisconsin 
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more than hope... 


When the contents of Pandora’s Box were released, 
Hope alone remained. To the allergic patient, 
faced with a veritable Pandora’s Box of discomforts, 
‘Perazil’ offers far more than hope. It gives 
ability to withstand allergens, without reactions. 


‘PERAZIL 


brand Chlorcyclizine Hydrochloride 
long-lasting action + exceptionally little side effect 


For children and adults: | SUGAR-COATED TABLETS OF 25 mg. 
SCORED (UNCOATED) TABLETS OF 50 mg. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 





; **.. . best results were obtained with women 
35 to 55 years of age, who complained of 
anxtety, insomnia, chronic fatigue and 


despondency.”” 


Many physicians have reported favorable results with 
‘Compazine’ in the mild or moderate mental and emotional 


conditions often associated with the menopause. 


For example, in a series of 84 patients, Knoch and Kirk 
report outstanding results in women 35 to 55. The authors 
state that after ‘Compazine’ treatment, these women “were 
no longer fatigued, were sleeping well, had increased energy 


and showed a lively interest in their surroundings. 


‘Compazine’ is S.K.F.’s new tranquilizer and antiemetic for 


everyday practice. 


‘Compazine’ has shown minimal side effects. 


ompazine 


a true tranquilizing agent 


Smith, Kline & French Laboratories, Philadelphia 


1. Knoch, H.R., and Kirk, R.: Proclorperazine—A New Agent for the 


Treatment of Psychic Stress, in manuscript. 


* Trademark for proclorperazine, $.K.F. 





